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Posture: A Gesture Toward Life 


Douglas Gordon Campbell, M. D. 


Imperfect posture is a commonplace in patients who 
are referred to the medical psychologist. This is prob- 
ably true of the majority of patients who come to the 
medical clinic or general practitioner for ailments refer- 
able to some organ or system of the body, but unless 
the imperfect carriage is conspicuous or obviously con- 
nected in a casual way with the patient’s complaints the 
postural fault is either overlooked or not treated. To 
the psychiatrist, however, carriage of the patient is as 
valuable a sign of the patient’s adjustment to life as are 
the facial expression, the tone of voice and the often very 
vague functional complaints that the patient makes. For 
the psychiatrist, unlike specialists in other fields, is in- 
terested in the adjustment that the total person makes 
to his total environment; for him the patient is an 
indivisible unity of physical and psychological factors, 
constantly adapting themselves to physical and psycho- 
logical factors in the environment. The adaptation of 
the human organism to its environment can only be 
understood when we take into account all those factors 
arising in the nature of the organism snd its milieu. 
Disease is maladaptation or a disharmonious relationship 
between the individual and the environment, now pre- 
dominantly in the physical field of relationships, now in 
the psychic and social sphere of relationships. 

Modern medicine has, untii quite recently, concerned 
itself only with the sphere of physical adaptation, al- 
though there is historical evidence to show that the 
fathers of medicine had a much broader conception akin 
to the modern psychiatric or psycho-biological point of 
view. The over emphasis by modern medicine on the 
physical integration of the individual with his environ- 
ment is a result of the brilliant advances in mechanistic 
science which threw such a clarifying light on the nature 
and control of physical processes. The human organism 
became a complicated piece of machinery adapting itself 
mechanically to a greater piece of machinery, the cosmos. 
The results obtained in terms of the cure and prevention 
of physical disease or maladaptation not only appeared 
to justify the guiding principles of the mechanistic hypo- 
thesis, but have encouraged the assumption that even- 
tually all life, as all nature, will yield to physico-chemical 
formulation. This utopia of the mechanists is very 
attractive, but like all utopias, it is far from immediate 
realization and, like a mirage, seems to recede or dis- 
appear as we approach it. For the stern reality we have 
to face is that a great deal more than half the cases 
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coming to the modern, mechanistically trained physician 
do not yield to the methods of diagnosis and treatment 
at his disposal, and when he has exhausted his diag- 
nostic equipment he so often has to fall back upon a 
non-physical explanation of the patient’s symptoms and 
use such terms as “neurogenic,” “psychogenic” or “func- 
tional” to assuage his and the patient’s desire for a 
diagnostic label. At this point when mechanical factors 
have, to the best of the physician’s ability, been excluded 
the patient is referred to the psychologist who has to 
find an adequate explanation and a cure for the patient’s 
maladaptation to his environment evidenced as it is by 
a mixture of mental and bodily symptoms. Many of 
the bodily symptoms of which patients complain are 
distinctly physical in character though they have not 
yielded to medicinal or surgical intervention. The pa- 
tient knows they are real and, in fact, they are real so 
that he is quite justly infuriated with the statement or 
insinuation that they are imaginary or that their cause 
is mental. He demands an explanation if not a cure, 
and the medical psychologist is forced, whether he likes 
it or not, to pay attention to these physical aspects of 
his patient’s illness. The psychologist soon comes to see 
that these physical processes are merely expressions of 
the imbalance between the patient and his environment 
as are also the thought processes and the disturbed emo- 
tions. Then it is that he becomes interested in posture. 

This apparent conflict between physical and psycho- 
logical explanations of behavior is really the result of a 
basic error in our processes of reason or logic. We 
arbitrarily divide nature as we know it into a scheme 
of departments or categories, which we label and treat 
as if they had real existence and were not fictions of 
our own creation. This schematizing process seems to 
be necessary as a means of establishing system in an 
unsystematic, unpredictable, world. Thus we have 
created departments of mind and body, spirit and matter, 
psyche and soma, psychological and physical, and have 
developed a complicated set of labels to designate other 
quite arbitrary divisions and subdivisions of life, for- 
getting all the while that we are dealing with the unity 
of life expressing itself at one time psychologically, at 
another time physically, at one time spiritually, at another 
time very materially. Thus it is customary to speak of 
man biologically and psychologically and to study him 
by the scientific methods appropriate to these viewpoints. 
It is a useful approach and we can well apply it to the 
problem of posture, remembering all the while that a 
synthetic or total conception of man and his environ- 
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ment is essential if we are to grasp the nature of adapta- 
tion. 
MUSCLES AND THE Nervous SySTEM 


From a purely biological point of view the adapta- 
tion of any organism to its environment is brought about 
by a system of effectors whose function depends upon an 
increasingly complicated system of control and direction 
—the nervous system—as we ascend the evolutionary 
scale. The effectors become, in the highest forms of 
life, muscles, as far as the postural adaptation of the 
organism is concerned. Muscle tissue is of two kinds 
in the main, smooth and striated, based on the appear- 
ance of the fibres under a microscope. And we find 
these two types of muscle distributed in the body accord- 
ing to a certain arrangement of structure and function. 
Thus, striated muscle fibre composes the skeletal muscle 
of the body and is under the predominant control of the 
voluntary nervous system, whereas smooth muscle is to 
be found in those internal organs where mobility is 
necessary and is under the control predominantly of the 
involuntary or autonomic nervous system. 

The muscles of the skeleton or exterior of the body 
maintain the position or posture of the body in space and 
permit locomotion or mobility of the body as a whole. 
The scheme of the skeletal muscular system is extremely 
complicated both structurally and physiologically. Flexors 
and extensors, agonists and antagonists are coordinated 
by a hierarchy of neural patterns, the simplest elements 
of which are reflex pathways between the muscles and 
the spinal cord, while the most complex include circuits 
connecting the higher centers of the brain with the 
simpler reflex circuits. In this way we have a system 
in which the simplest parts not only aid and are obedient 
to higher centers, but become an integral part of a 
greater design which in turn determines their signifi- 
cance much as a block in a mosaic or a motif in a musical 
composition contributes to the composition as a whole 
and in turn derives its significance from the total design. 
In this way the tonus or state of incomplete relaxation 
of individual muscles contributes to the carriage of the 
body as a whole and is in turn modified to meet the 
needs of the body as a whole. This gives us a cue for 
the analysis of posture, using the word posture in the 
sense of the relation of the body to space—that is car- 
riage. We should pay less attention to the tonus of 
individual muscles or, at least, pay more attention to 
the needs of the body as a whole; for the individual 
muscle is merely a part of a total scheme of muscular 
activity and the part can only be understood when we 
know the function of the whole. 

Smooth muscle, found in the viscera, is only in- 
directly connected with the spatial orientation of the 
organism and has as its main function the maintenance 
of the internal economy through the digestive, respira- 
tory and circulatory systems. The circulatory system 
is a branching, hollow, smooth muscle. The digestive 
tract, apart from its glandular tissue, is a tube of smooth 
muscle. This variety of muscle plays an important role 
in the motor functions of the respiratory tract and urino- 
genital functions also depend largely upon smooth muscle. 
Thus the most vital or vegetative functions involved in 
adaptation of the organism to its environment depend 
upon an effector system composed of smooth muscles 
which is in turn under the control of the vegetative or 
autonomic nervous system over which we have a mini- 
mum of voluntary control. Again, as in the skeletal 
effector system, individual parts of smooth muscle effec- 
tors are governed by reflexes which are in turn com- 
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pounded into coordinated chains of reflex action which 
subserve the interest of the organism as a whole. Again 
the part functions in relation to the unity of part, and the 
meaning of part function is to be found in the meaning 
of total function. Smooth muscles, too, show tonicity or 
absence of complete relaxation in health. In fact dis- 
turbances of the normal tone of this smooth muscle jn 
the viscera lie at the basis of the subjective and objec. 
tive perception of disease. Low and high blood pres- 
sure are expressions of the tonicity of the blood vessels 
whatever the underlying causes may be; and an atonic 
gut produces one syndrome of signs and symptoms, a 
hypertonic gut another. 

Each of these systems of effectors contributes to the 
adaptation of the organism to its environment, the one 
subserving locomotion in space, the other the vegetative 
functions of nutrition (metabolism) and reproduction, 
Therefore the two are intimately coordinated, each adapt- 
ing itself to the needs of the other, both serving the 
interests of the total organism. If there is a disturbance 
in one the organism as a whole is affected, especially 
when the visceral system is involved, and inasmuch as 
they are both parts of a greater unity their separate 
functions are a reflection of problems of adaptation con- 
fronting the whole organism. In the highest organism 
life has produced—the human being—the reflex path- 
ways of adjustment controlling each effector system and 
coordinating the two together in the interests of the 
integrated organism are presided over by higher levels 
of integration in which the phenomena of consciousness 
and voluntary witting control appear. At this level of 
integration we can observe in ourselves and in others 
the evidence of conscious planning and purpose, which 
give us the ability not only to modify our environment 
to suit our needs but to prepare for future contingencies 
by training our effector apparatus. At this point we pass 
beyond the ordinary mechanistic limits of biological in- 
terpretation and begin to deal with non-material factors 
of adaptation. The concepts of mind and personality 
appear; the sciences of psychology and sociology take 
up the study of man’s adaptation to his environment. 


THE PROBLEM OF ADAPTATION 


The environment of man is a socially conditioned 
one. Our contact with the elements is mediated through 
our association with other human beings. The air we 
breathe is selected by our group migrations to climates 
of choice; our food is cultivated and modified by a com- 
plex system of human manipulations; we are clothed, 
warmed, protected and insured for survival through our 
direct or indirect relations with others and we spend the 
beginning years of our life acquiring a social inheritance 
of tradition and custom by means of education through 
which the past experience of the race is made available 
for present and future needs of adaptation. A gregarious 
type of organism, our individual! Purely biological or 
mechanistic patterns of integration, become part of and 
are modified by the greater scheme of integration which 
society codifies and apostrophizes as “laws” of economics, 
ethics, politics, aesthetics. We become part of a greater 
organism, human society, and our functions as_indi- 
viduals, like the functions of the parts of our own 
bodies, can only be understood, or be meaningful, in 
terms of the function of society as a whole. Study the 
organization, or plan of operation of a whole society or 
culture as it is cailed and you have the key to the func- 
tioning of its individual members; they fall in line with 
the general plan. Thus, in a non-aggressive, pleasure- 
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loving society the individuals composing it show the same 
characteristics, and in an aggressive, corpetitive culture 
the members exhibit the tensions, distrust of each other, 
preparations for combat necessary to such a type of 
organization. The individual is shaped by education to 
the needs of the society of which he is a member. The 
main problem for the human organism is, therefore, one 
of adaptation to life with others, since it 1s through the 
form of his relations with others that his vital needs of 
nutrition and reproduction are served. 

The mechanisms of man’s organism have to be modi- 
fied then in the interests of society so that we find our 
muscular effector system expressing not only an attitude 
or posture toward space and toward the physical ele- 
ments of our environment, but an attitude or posture in 
relation to other people. And as shown above, the 
physical and social elements of our environment cannot 
be separated except for purposes of analysis. Our rela- 
tionship to others involves the utilization of habits, 
memories, reasoning power and foresight with the pro- 
duction of varying intensities of emotion which constantly 
seeks expression. The biological, hereditarily acquired 
mechanisms for self preservation and reproduction of 
the race become modified by education at the hands of 
society so that their original primitive form of expres- 
sion ceases to exist. Strong cravings for food and sex 
are thus channelled into socially acceptable patterns of 
behavior. Individual creativity is directed toward the 
needs of the community so that food-getting and repro- 
duction are carried out with, by, and for, others. The 
meaning of individual life comes to be contribution to 
the community. The technique of bringing this about 
becomes cooperation with others. The end result of 
man’s adaptation to his environment is this: we can no 
longer think of man, except by abstraction, as an inde- 
pendent organism, but only as individual-in-the-commu- 
nity. Thus our lowest levels of biological behavior—the 
so-called “base instincts’—and the highest flights of 
scientific or artistic creation can only be understood as 
community or social reactions, and our every movement 
is a gesture toward others. 


POSTURE AS AN EXPRESSION 


The art, then, of man’s adaptation to life is the art 
of communication. We communicate with others in 
our carrying-out of the business of community life by 
means of gesture. A gesture is an effector response ; 
that is, it is muscular. A nod of the head, a clenched 
fist, a handshake, a sigh, a grunt or a word are gestures 
as also are flight and fight. By a system of conven- 
tions, gestures become standardized and patterned so that 
we speak of them as languages or tongues. Our own 
society has more or less conventionalized communication 
upon a verbal basis and we have become so interested 
in the reproduction of the form and sound of words 
that we have sometimes forgotten their origin as the 
muscular gestures of the individual-in-the-community. 
And certainly our almost complete dependence upon 
words as a means of communication has led us to neg- 
lect other types of gesture, other effector responses in 
the business of social adaptation. Actually there are 
three varieties of gesture: vocal, visceral, and postural 
according to the type and location of the muscular ef- 
fectors utilized for expression. It is the visceral and 
postural gestures that we have neglected to study or, 
rather, have failed to understand because we had not 
realized their social significance. 

Visceral gestures have been spoken of by Alfred 
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Adler and his associates as organ jargon—the language 
of organs. That there has actually been an intuitive 
understanding of how we express our attitudes toward 
others by means of the behavior of our viscera is at- 
tested by the frequency of such verbal expressions as “I 
couldn’t swallow that,” “choked with rage,” “he gives 
me a stomach ache,” “she makes me sick,” “my heart 
sank,” “I had a raging headache,” “my heart stood 
still,” “breathless with excitement,” “lack of guts,” ete. 
All these expressions are based upon wellknown expe- 
riences of bodily discomfort associated with strong emo- 
tions which have arisen in some social situation, that 
is, in the relation of two or more personalities. There 
is a growing body of evidence to show that some indi- 
viduals express their attitude toward others mainly 
through the motor functions of their viscera and that 
these emotionally engendered visceral responses may 
become in time actual organic disease, requiring medical 
or surgical intervention. This is one of the most in- 
teresting developments in medical science, opening up 
an enormous field of usefulness for psychotherapy. 
For the present discussion, postural gesture inter- 
ests us most. Posture is here considered as synonymous 
with carriage ; but we may speak of posture of the body 
as a whole or posture of a part, as of a limb. Ges- 
ture, of course, is a term including both posture and the 
movement of a postured part; it may be either or both. 
What is suggested here by regarding posture as a ges- 
ture is nothing more nor less than the age-old observa- 
tion that the carriage of a person is somehow indica- 
tive of his attitude toward life. This is such a common- 
place that, like the muscular basis of language, we have 
tended to overlook its implications. But what is more 
important lies in the fact that if posture is a gesture 
toward life our treatment of incorrect posture should 
lay more emphasis on the social factors in the person- 
ality which is making such a bad gesture than upon the 
pathological muscles themselves. What we are really 
dealing with in these cases is not a disturbed effector 
system, but a disturbed personality. The effector sys- 
tem is expressing very vividly, as it is supposed to do, 
its owner's attitude toward the problems of existence. 
Change the attitude and you change the effector response. 
Posture as a gesture, then, is the muscular expres- 
sion of a person’s conformation to a certain ideal of 
adaptation; it is his adaptation. Each person has a 
notion of what to expect of life, how to deal with it, 
and in proportion as these notions or ideas about the 
nature of life agree we shall have unified or group ac- 
tion, and when they disagree we shall have conflict of 
individuals with each other or the opposition of one 
person to the group. We see that society provides 
various means by which its members are trained to 
have similar notions about life so that, in the main, 
they will all react alike and social solidarity or integra- 
tion will be maintained. Such means are to be found 
in the goals for human conduct set up by political and 
religious organizations which are all based on the prin- 
ciple that if a group of individuals bears a constant 
relation to some objective, the individuals will bear a 
constant relation to each other. This principle of in- 
tegration pervades physiological, psychological and so- 
ciological processes alike. We can apply it to the prob- 
lem of posture where we are dealing with a group of 
individual muscles expressing a relationship to each 
other at the same time as they express a relationship 
to the goal of adaptation of the whole organism. Thus 
we find a uniform variety of posture in groups of in- 
dividuals oriented to the same goal as, for example, 
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soldiers trained for war where a long period of train- 
ing has produced structural modifications of their bodies 
so that they actually develop the same configuration as 
well as identity of movement. And so we find the pos- 
tures characteristic of various trades and professions 
which are themselves particular types of adaptation to a 
broader scheme of social life. We can hardly blame 
the soldier for his over-extension or the shoemaker for 
his flexion; they are simply adapting to what is ex- 
pected of them. Yet have they not, to a greater or 
lesser extent, chosen their occupation, and to that de- 
gree are they not responsible for their postural adapta- 
tion and its consequences if pathological changes of 
muscles, ligaments, bones and joints occur? We would 
have to say of such cases that their posture, bad though 
it may be, is a gesture of cooperation with others, it 
is the way they are trained to respond. That is why 
treatment of the harmful results of such socially ap- 
proved bad carriage is only palliative. Preventive treat- 
ment would depend upon changing the form of move- 
ments and this would involve, in many cases, reconstruc- 
tion of the values and trades of a whole society. 

But what about the social deviant, the individual 
who is at odds with accepted patterns of adaptation, the 
person whose notion of the nature of adaptation is at 
variance with the notions endorsed by the group, whose 
interpretation is private rather than communal? Here 
we find the chief source of postural anomalies, of un- 
cooperative gestures toward life. These social deviants 
whom, in their extreme forms, we recognize and label 
as neurotics and psychotics, drug addicts and alcoholics, 
sexually perverted persons and criminals, frequently ex- 
press their mal-adaptation to social life by postural and 
visceral gestures rather than by what they say with 
words. In fact their thoughts and words usually de- 
ceive themselves and others, as, deep psychology shows, 
they are intended to do. But not so their unwitting 
visceral and postural gestures—by these the real atti- 
tude to life is revealed. That is why the function of 
viscera can mean so much to the medical psychologist ; 
that is why posture and movement are an eloquent ex- 
pression of the patient’s real attitude toward life. Very 
few people are aware of their posture, or even of their 
type of movements. We have focussed our attention 
upon verbal expression and used it both for cooperation 
with others and for the dissembling necessary to some 
secret plan ot attack on others. But disguise our 
thoughts and words from ourselves and others with the 
consummate skill of long training as we will, our hid- 
den attack upon or retreat from life will show itself to 
the skilled eye in our unconsciously motivated gestures. 
Emerson has one of his characters say, “Your actions 
speak so loudly I cannot hear what you say.” Adler 
made the aphorism, “The mind can misunderstand, the 
voice can lie, but the body never lies!” Habitual or 
repeated gestures produce a set or stance so that posture 
comes to be, in part, the deposit or crystallization of 
repeated gesture—it becomes, in fact, a fixed gesture. 

When we study a patient’s posture we are observ- 
ing how he has borne himself toward his environment ; 
we observe how he “stands” in relation to the demands 
of life. In biological terms posture is constant, con- 
tinuous, adaptation. It is not possible to make a very 
complete classification of postural anomalies (nor is 
anything gained by the attempt to do so except the 
satisfaction that comes of creating a typology), but it 
is possible to recognize three dynamic trends of pos- 
ture. We see, therefore, forward and back movements 
and sidling movements roughly agreeing with exten- 
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sion, flexion and lateroflexion, and with the character. 
ological trends of aggression, retreat and evasion. Inas- 
much as the part always derives its meaning from the 
total unity we must not generalize too much about 4 
person’s posture until we know more of the total Pic- 
ture, the whole personality. Thus a flexed posture may 
mean an aggressive approach to life rather than a re. 
treat from its difficulties, and the defiant hyperextension 
may be merely the attitudinizing of a deeply discouraged 
person. To understand the psychological factors jn 
posture, that is, posture as a gesture toward life, we 
must look for the ideas of life about which the whole 
unity of the personality is constructed. In the person 
who received a pampering, overprotecting type of educa- 
tion in early childhood we shall find a view of life 
in which the domination or exploitation of other peo- 
ple is the leit-motif, expressed by movements tending 
to captivate, subjugate or compel the help of others as 
by exhibitionism, arrogancy or crippled helplessness, 
And that individual to whom life seemed hostile and 
unfriendly due to his being unloved or rejected in child- 
hood will surely show distrust, resentment and even a 
revengeful attitude in his gestures. And inasmuch as 
these attitudes are at root asocial or antisocial attitudes, 
that is, non-cooperative, they will necessarily be dis- 
guised to a greater or lesser extent, certainly from the 
patient’s own critical consciousness. 

Not long ago the author was asked in consultation 
on the case of a young married woman who had a vari- 
ety of complaints referable to her urino-genital organs 
and lower back. There had been several abdominal 
explorations by well-meaning surgeons but despite ex- 
tirpation of several organs her pains remained and in 
the past year a severe low back strain had appeared for 
which a spinal fusion operation was being considered. 
When a careful and much more detailed history was 
taken it was apparent that each complaint of pain, each 
illness in her recent life, had commenced at a time 
when she was under great emotional strain. The pain 
she had complained of had been muscular in origin— 
spasm—and now her low back strain was due to the 
fatigue and relaxation of muscles which had long held 
her back in an over-tense, hyperextended attitude. She 
was a small woman, much shorter than the average, and 
like short people generally tried to appear taller and 
to compensate for lack of size by aii excess of mobility; 
she was extremely ambitious. She was, on the social 
side, an illegitimate child and at the age of fourteen was 
told of this by her mother who resented her and at that 
time made her become self-supporting. From that time 
on she had her obscure symptoms which were invariably 
brought on when, in one way or another, she was re- 
minded of her humiliating position. Finally, having 
found her real father and anxious to have him adopt 
her in order to make legitimate her social position, she 
went to stay with him. He tried to seduce her. From 
that time on she had pain in her back which she ex- 
pressed verbally as a “feeling that her back would 
break!” As she was facing economic and marital prob- 
lems at this time as well, we can easily understand how 
this over-proud, hypertense personality broke under the 
strain, how muscles which formerly held her body 
proudly rigid gave way and permitted the strain to 
fall on joints and ligaments unable to bear the load. 
Which would be the better therapy—to operate again, 
or, by psychotherapy, reconstruct her attitudes toward 
life so that she would become less tense and cease to over- 
work her smooth and striated muscles? 

Another young married woman with low back strain 
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who had refused to cooperate with physical therapeutic 
measures and for whom a fusion operation was contem- 
plated, had had a lordosis and dorsal kyphosis for years, 
but her pain had only appeared when her mother-in-law 
got the upper hand of her marriage and she had become 
not only thoroughly discouraged by, but angry, at her 
spoiled, only-child husband. It did not take much con- 
versation with her to bring out these psychological fac- 
tors, nor much more careful questioning and examining 
to reveal why she had developed a kyphosis and lordosis 
early in life. She had been a tomboy and had resented 
the development in adolescence of here secondary sexual 
features, breasts and pubis, so that she had striven to 
hide them by the simple devices of reunding her shoul- 
ders, wearing a tight brassiere and tilting her pelvis 
back! Needless to say with such resentment of the 
feminine role in life there were no children and the 
attempts on the part of her mother-in-law to make her 
assume a more wifely function only produced a sullen, 
passive resistance which completely explained her unco- 
operative attitude to physical therapy. 

No doubt in many if not all cases of postural 
anomaly, there are hereditary or acquired organic fac- 
tors which contribute to the psychological situation. 
Their role is quite according to the principle that the 
weakest link bears the strain. This is vividly seen in 
scolioses where there is nearly always evidence of meta- 
meric or segmental weakness of the apex of the scoliosis. 
This biological weakness is often hinted at by the pres- 
ence of a mole or naevus somewhere on the affected seg- 
ment, perhaps not near the spine but on the front of 
the body where, of course, due to the inclination of the 
metameres it would be at a lower level. In any case, a 
scoliosis occurs due to weakened muscles giving way, 
and the fact that they so commonly develop at or near 
puberty in young girls is probably less due to the rapid 
growth of this period than to the new problems of social 
adaptation confronting a semi-discouraged individual. 
As a class, scoliotics are spoiled, overprotected individ- 
uals who tend to lean on others and to evade difficulties. 
Observe the lateroflexion and torsion of the back mus- 
cles when a person rests an arm on another person’s 
shoulder, then think of these movements as a gesture 
which is being continuously but unconsciously performed. 
Or consider what happens to the spine in sidestepping 
and visualize repeated sidestepping as a character trait, 
a gesture toward life. Are not many cases of scoliosis 
understandable in this way and, therefore, should the 
treatment not be psychological as well as physical ? 

Many mild postural faults are expressions of a per- 
son's attitude toward his own sex. They are either an 
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attempt to disguise the sex, or they are attempts to 
accentuate it. Many girls try to hide their developing 
breasts, as in the above-mentioned case, or, being too 
tall, they attempt to make themselves shorter in ap- 
pearance in order to conform to accepted standards of 
feminine beauty. Some women are ashamed of a promi- 
nent pubic area or, more rarely, tip their pelvis back 
as if to deny any sexual cooperation. And these women 
are frequently sterile due to the distortion of the in- 
ternal genitalia. Boys in general try to accentuate their 
masculinity by attempts to broaden the shoulders which 
may produce a mild kyphosis, and by attempts at a 
more erect, military bearing which can play havoc with 
their lower spine. Then there are a few men and women 
who actually develop the contour and posture of body 
belonging to the opposite sex following a lifetime de- 
voted to movements ordinarily associated with the op- 
posite sex. Thus we shape our bodies—a sort of sculp- 
ture in flesh—until their final form expresses our at- 
titude toward the sexual demands of life. 

Every case of postural anomaly has psychological 
factors such as have been indicated above, or others 
which have not received mention, in addition to organic 
factors in its causation. The proportion will vary so 
that in a wide range of cases there will be extremes 
where on the one hand physical causes predominate 
and on the other psychological or personality factors 
predominate. In the majority, the personality factor 
seems to be the most important for the reasons sug- 
gested in this paper. Man is not merely a biological 
mechanism, he is a self-adjusting, self-directing and 
creating social organism whose basic problems of adapta- 
tion are essentially socially determined. Born with cer- 
tain biological equipment he acquires through his educa- 
tion an idea of the meaning of life and he uses his 
mechanisms to express or actualize that idea. His bodily 
configuration in postural terms is the result of the con- 
tinual expression of that idea. Correction of postural 
faults involves two methods—the correction of the ideas 
which have controlled the patient’s adaptation by a 
psychological method of approach, and the correction 
of the physical results of long-continued wrong adapta- 
tion by physical means. This double kind of treatment 
can be carried out through the cooperation of the 
psychiatrist and the physical therapist but ideally, or 


in the majority of cases, therapy should be done by one’ 


person, the psychologically trained physical therapist, 
who, like the psychologically trained physician realizes 
the unity of mind and body, and their inseparability. 
Socrates, in Plato, is quoted as having refused to pre- 
scribe “a physicke for Charmides headache until he had 
first eased his troubled conscience.” 
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The Gait in Hip Limp 


Study and Evaluation of Mechanical Factors 


Charles W. Peabody, M. D. 


To the trained observer, impairment of functional 
efficiency at the hip gives a characteristic abnormality 
of gait at once recognized as “hip limp.” Consciously 
or unconsciously, we come to this conclusion from an 
appreciation of the mechanics of hip joint function, and 
not only is the gait recognized, but from this basis one 
proceeds to the analysis of the particular difficulty as 
well as to the rational measures for its relief. 

At the outset it may be fair to say that confusion 
in analysis of the difficulty in hip limp usually derives 
from the mistake of considering hip joint function, as 
we do with most joints, only from the standpoint of 
control and movement of the distal part on the proximal 
part, which at the hip would be of the limb on, or from 
the body. This latter is a function of movement pri- 
marily, and of course a constant one in normal locomo- 
tion ; but although it is accomplished through the physical 
mechanism of a lever of the third class, very little work 
is done, very little power is required, and the function 
is easily accomplished despite major defects developing 
in the machine, whether involving available power or 
leverage. This is because, in movements of locomotion, 
the limb swings dependent from the body like a pendu- 
lum, with a minimum expenditure of energy or mechan- 
ical efficiency required for the movement at the hip in 
ordinary walking. Other demonstrative movements may 
be well executed in spite of considerable impairment 
which the part may have suffered. 

To appreciate the gait in hip limp we must approach 
it from an opposite point of view; one involving the 
element of stability. In this function, we reverse things 
and consider the limb as the fixed point and the body 
above as the thing to be controlled. For the accomplish- 
ment of this function nature provides, as it does for the 
next most severe demand—that of raising the body 
weight on tip-toe—a lever of the first class, mechanically 
the most efficient of the three types; but at the same 
time, with energy demands so great that any impairment 
—either of the power to be applied, or of the leverage 
mechanics through which this works—weakens the func- 
tional capacity and demonstrates itself in a limp. 

The element of stability comes into play when the 
body weight is to be sustained on one limb while the 
other is freed from the function of support and is being 
raised or swung forward. The weight-bearing limb must 
be considered as the fixed point, with the summit of the 
head of the femur functioning as the fulcrum of a first 
class lever. The pelvic framework includes the weight 
and power arms respectively, but should be visualized 
as a horizontal bar across a fulcrum, that portion to the 
opposite side from the fixed limb being the weight arm, 
with one part of the load—the dependent opposite limb 
—coming at the extreme end, and the other or major 
part—the weight of the body above the limbs—centering 
at mid-line. The power arm is to be conceived of as 
that portion of the horizontal bar or pelvic framework 
which lies lateral to the head of the femur, the point of 
application of the power being the lateral iliac crest and 
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the side of the ilium. Power itself is provided by con. 
traction of the lateral muscles of the hip, in the main 
the Gluteus Medius, assisted by coincident action of the 
Tensor Fascia Femoris and the lateral portion of the 
Gluteus Maximus. These muscles in the function of 
stabilizing or supporting the pelvis and body on the 
weightbearing limb act from the femur as a fixed point 
and pull downward on the side of the Ilium. Either in the 
stride or in standing on one limb only, these muscles 
not only contract to a stabilizing tension to meet the pull 
of the weight or load at the other side of the lever, but 
also actually produce movement of the lever by the 
physiological function of contracture and shortening, 
drawing down on the power arm of the lever and raising 
the weight-arm. While the former element in the action 
is less easy to discern, close observation of the pelvis 
in “marking time” or walking, will readily reveal the 
reality of the second element, which becomes especially 
evident if a rigid knee, toe drop or equinus on the other 
side is handled without scuffing. 

With this apparatus of stability and action disturbed 
by a defect, either physiological or in the physical ele- 
ments of its mechanism, there ensues a marked change 
in the gait. We see this defect demonstrated in the 
well-known Trendelenburg test, at which on viewing 
the body from the rear we note that in the normal fune- 
tion when one limb is raised from the floor in a standing 
position, the buttock on this side rises perceptibly, while 
in a defective hip it sags. On the other hand, in the 
walking gait under the latter condition, the more pro- 
nounced variation seen is the instinctive compensation 
of weight distribution by which the center of gravity of 
the trunk above is sharply shifted toward the affected 
side. The aim and the effect of this tilt is to move the 
load distribution sideways along the weight arm of the 
lever, toward or actually over the fulcrum point of the 
femoral head, thus compensating for the weakness. This 
tilt, or shift, is what we recognize at once as the hip 
limp, for it is not produced by any other defect or 
weakness. 

Let us now turn to the clinical application of these 
principles in, first the diagnosis, and then the relief of 
conditions causing hip limp. We may first consider 
manifestations arising on a physiological basis, such as 
impair the functioning capacity of a hip with normal 
musculature and intact lever mechanism. When an in- 
dividual is standing with weight equally distributed on 
each limb, the joint surfaces of each limb are carrying 
a load or receiving a pressure equal to one-half of the 
superimposed body weight. When the support is trans- 
ferred entirely to one limb, not only is the entire load 
with twice the pressure received on the joint, but in 
fact it will be many times the previous load pressure, 
as in the first place the joint is the fulcrum of a lever 
receiving as such the downward stress not only of the 
load on one side of the lever, but of the power pull on the 
other side; and in the second place, as the weight arm 
of the lever in normal posture is much longer than the 
power arm, the fulcrum in such event has its pressure 
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multiplied in proportion to this difference. ‘When in- 
flammation or other irritation renders joint surfaces 
sensitive, two physiological factors at once interplay: the 
first, an unconscious one, is the peculiar phenomenon of 
joint-muscle reflex, whereby an inhibition of muscular 
effort acting on such joint is produced, with resultant 
impairment of effective stability; the second, conscious, 
is pain, with instinctive voluntary effort at relief through 
relieving pressure. The two factors combine for the 
same result, a list or shift of posture, compensating for 
the reflex muscle inhibition and instability on the one 
hand, and relieving the pressure increase attending nor- 
mal leverage action on the other. As a result, we see 
the characteristic gait of hip limp in simple coxitis, when 
the joint is sensitive from early inflammatory disease or 
other chondro-osseus disorder. Hip limp may be pro- 
duced in the next condition, which may be classified 
either as physiological or pathological in nature, from 
impairment of muscular power by disturbance of nerve 
function with partial or complete paralysis of the Gluteus 
Medius muscle, usually of course residual from anterior 
poliomyelitis. In partial impairment, we may have great 
difficulty in diagnosis, eventually arriving at our conclu- 
sion by processes of elimination. This may be because 
functional rating of Gluteus Medius capacity is difficult. 
Active abduction against gravity, and even considerable 
resistance is a lesser demand than stabilizing the body 
weight in normal posture, making comparative tests 
necessary ; and when there is a bad or worse defect on 
the other side, considerable uncertainty may arise. 

Turning now to purely physical elements in defec- 
tive hip function, it is necessary to consider impairments ; 
first, of the stability of the fulcrum, and second, of the 
adequacy of the power arm. In the normal anatomical 
arrangement, the shelving or horizontal portion of the 
roof of the acetabulum provides a stable fulcrum point, 
against which the power applied through the muscles 
attached to the [lium lateral to it may work. This stable 
fulcrum is lacking in one of the most common condi- 
tions causing hip limp, namely congenital dislocation of 
the hip. In this condition ,the head of the femur is dis- 
placed either directly outward and upward or backward, 
insecurely held by the stretched capsular ligament and 
the muscle mass under which it lies, and the efficiency 
of the leverage mechanism is, for this reason, greatly 
impaired. In subluxation of the hip, or incomplete dis- 
location, a lesser degree of instability prevails, but enough 
to sufficiently diminish efficiency as to affect the gait in 
a similar, though less marked, manner. Operating at 
the same time and to marked degree in complete dis- 
location, results in great decrease in the length of the 
power arm, for what fulclum there is has been shifted 
outward until it is very close to the point of application 
of the power itself. A physiological element is still further 
added to these mechanical defects in that the upwardly 
displaced femur brings the attachment of the muscles 
at the great trochanter so close to their origin on the 
side of the pelvis that there is little or no room for 
muscular contraction. Hence, dislocation of the hip 
demonstrates to the maximum degree the hip limp of in- 
stability. A quite similar mechanism operates in united 
fracture of the neck of the femur, or in pathological 
dislocation from destruction of the femural head. 

But along with these two conditions, there is also 
operating another factor which explains the hip limp in 
the last clinical condition to be enumerated, namely coxa 
vara. The pathological changes of coxa vara include a 
bending downward of the normal upward inclination of 
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the femoral neck, until it makes a right angle with shaft 
or even less, with the result that the muscle attachments 
at the great trochanter are brought very close to their 
origin, as in dislocation. But the pathology includes an 
even more important factor, namely the shortening of the 
neck itself. It is easy to appreciate that this shortening 
diminishes the length, and thus the effectiveness of the 
third class lever power arm that functions in abduction 
of the limb on the body as the fixed point is also dimin- 
ished. Less readily appreciated, but of major importance 
in the interpretation of the limb in coxa vara, is the 
effect on the power arm in the first class leverage of 
stabilization. Where the power is applied from well up 
on the iliac crest outward to the tip of the great trochan- 
ter in the normal anatomy, the power arm is approxi- 
mately the distance from the summit of the femoral 
head to the lateral point on the iliac crest. If the femoral 
neck is markedly shortened, the power is applied in a 
downward direction only, and the effective power arm 
is reduced to the horizontal distance from the head of 
the femur to the line of pull of the muscle; and though 
the neck shortening may not seem great, it is a consider- 
able percentage of the length of the normally not very 
long power arm. These factors make the limp in con- 
genital coxa vara simulate so closely that of moderate 
dislocation that differentiation has to be based on other 
findings on examination. 

In summing up, then, we find hip limp occurring in 
the presence of joint sensitiveness from physiological 
impairment of leverage mechanism and structural defects 
from physical impairment of same occurring in sub- 
luxation, congenital dislocation, pathological dislocation, 
destruction of femoral head without dislocation, ununited 
fracture of neck, and congenital coxa vara, and as a 
mixed classification, purely muscular defects (Gluteus 
Medius) such as may be residual from anterior polio- 
myelitis. 

For the various defects of structural integrity 
named above the orthopedic surgeon has at his command 
certain reconstructive measures worked out on the basis 
of the mechanical principles involved. Obviously in con- 
genital dislocation, the surgeon when possible reduces 
the dislocation and restores the mechanics to normal, and 
if this be done at a sufficiently early age the limp dis- 
appears. Recurrence of the limp follows, however, if 
the reduction has been too long delayed or has damaged 
the femoral head, resulting in a coxa vara (q.v.). Or, 
it may recur from an inadequate development of the 
roof of the socket with some instability of the fulcrum. 
This can be combatted by the shelf operation, a bone 
plastic on the Ilium which builds out the roof of the 
socket. Failing feasibility of reduction, stability with 
decrease of limp and discomfort can be obtained either 
by a similar plastic providing a new socket by shelf at 
an intermediate position, or by an angulating osteotomy 
of the femur which lowers the fulcrum point on the one 
hand and abnormally lengthens the power arm for com- 
pensation on the other (Lorenz and Shantz procedures). 

In coxa vara a somewhat similar osteotomy 
lengthens the power arm by moving the trochanter away 
from the pelvis, which at the same time restores the 
working distance of the muscles of abduction. Division 
of the great trochanter as a whole with outward and 
downward transposition and reimplantation at the outer 
aspect of the upper femoral shaft serves the same pur- 
pose in this condition, and as also used in conjunction 
with removal of the detached head in the Whitman opera- 
tion for ununited fracture of the hip. A similar reposi- 


P 
| 


50 Tue PuysIoOTHERAPY REVIEW 


tion of trochanter and muscular attachments has been 
found to greatly stabilize the hip and diminish the limp 
in the condition known as pathological dislocation or 
subluxation resulting from destruction by disease of the 
femoral head. 

Instability due to muscular weakness (Gluteus 
Medius) is often quite markedly benefitted by muscle 
transposition, either by the technic of Legg, in which 
the Tensor Fascia Femoris is moved backward into the 
line of action of the Medius, or by that of Dickson in 
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which the lateral one-half of the Maximus is shifted 
forward. 

The variety of conditions which underlie hip limp 
makes this symptom to the examiner always an intriguing 
one for analysis, but the interpretation of physical and 
x-ray findings in explaining the gait and symptoms jis 
based on recognition of the mechanics of hip stability as 
outlined above; and, of course, the determination as to 
reconstructive measures and their application requires 
a most thorough appreciation of this knowledge. 


The Role of Physical Therapy in the Aftercare 
of Empyema 


E. T. McEnery, M. D. 


The treatment of empyema necessitates the removal 
of the pus from the pleural cavity ; whether this is done 
by the so-called “closed” or “open” methods or by 
multiple aspirations, depends upon the individual case 
and the physician in charge. It is not the purpose of 
this paper to discuss the above points of treatment but 
to emphasize the importance of aftercare in a case of 
empyema. 

During the past eight years, these observations have 
been made on over two hundred cases of empyema oc- 
curring in children between the ages of four months and 
thirteen years at the Children’s Memorial Hospital. 

When empyema develops following pneumonia, the 
physiological function of the lung and thoracic cage is 
definitely changed. The expansion of the lung with 
the accompanying movements of the thorax is limited 
on the affected side. When the pus is drained off, the 
function of the thorax does not return because the lung 
is collapsed. With the lung in such a state, the thorax 
sinks in, and a deformity of the chest wall results. In 
addition, the muscles of the affected thoracic wall used 
in the movements of respiration do not function fully. 
This leads in a short while to an atrophy from disuse. 

Deformity of the chest in children with empyema 
is always more marked and acute than in adults. The 
bony structures are not as rigid, and in consequence the 
muscle pull on the non-rigid ribs makes a very definite 
postural deformity. In patients treated by aspiration, 
the deformity is not as marked as it is in those that are 
operated upon ; in the latter, a drainage tube is inserted in 
the intercostal space. In these cases, the deformity be- 
comes very marked, especially after instituting drainage. 
One reason for this is that the tube usually presses on 
the soft tissue and the intercostal nerve and causes con- 
siderable pain. Because of this pressure and associated 
pain, the child leans toward the affected side. The re- 
sulting scoliosis only increases the discomfort because 
of the narrowing of the intercostal space. If the child's 
posture can be corrected, a great deal of this pressure 
pain is relieved. The usual deformity consists of a down- 
ward tilting of the shoulder and a sinking in of the chest 
wall on the affected side. The scoliosis of the spine 
varies, the concave side of which is always toward the 
empyema side. A lateral and posterior rotation of the 
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whole thorax away from the involved side, with a tilt- 
ing of the pelvis, completes the picture. 

To prevent this deformity we feel that if the muscles 
of the thorax are kept from reaching the stage of atrophy 
through disuse, the convalescence of the patient is greatly 
hastened and correct posture can be more quickly re- 
gained. To keep the muscles in good tone, it is neces- 
sary that active and passive exercise be a daily routine. 
The exercises advocated have been individualized, espe- 
cially in cases in which scoliosis has been marked. In 
some of the milder cases, group exercises with wands 
and dumb-bells worked very well. The progress of the 
patients has been illustrated by photographs showing the 
scoliosis, after the skin of the spinous processes has been 
marked, etc. Deep breathing exercises followed by the 
use of Wolff bottles, has aided in maintaining tonicity 
in the muscles of respiration and in re-expanding the lung. 
The children used these bottles vetter if the spirit of 
competition was introduced; thus when two or more 
children used these at the same time the results were 
more gratifying. Even colored fluids in the bottles 
seemed to heighten their interest more than did clear 
water. Horns, harmonicas and balloons were also used. 
All exercises should be started slowly and never con- 
tinued to the point of fatigue. If temperature elevation 
or coughing ensues, the exercise should be stopped for 
the day. 


1. Child blowing into Wolff bottle. 
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2. Child with marked scoliosis and postural deformity. 


In order to secure perfect and free movement of 
the thorax, the skin about the drainage tube should be 
in good condition. Dressings should be changed fre- 
quently and the skin exposed to sunlight or therapeutic 
light daily. This reduces secondary skin infections to 
a minimum and makes movements of the back less 
painful. 

The child should be permitted to be up and around 
as soon as possible. This makes him less conscious of 
the drainage tube in his back and the postural deformity 
may not become as marked as when he is kept in bed 
and not allowed much freedom. This activity also in- 


3. Same child showing comtlete recovery from postural 
deformity. 


creases pulmonary aeration and aids in re-expansion of 
the collapsed lung. 
SUMMARY 


A definite postural deformity usually occurs in cases 
of empyema during the convalescent period. This is due 
to a collapse of the lung and resulting changes in the 
function of the thorax. This deformity can be prevented 
or reduced to a minimum by proper postural and breath- 
ing exercises. 

* 


The Treatment of Tuberculosis of the Hip in 
Children 


James A. Dickson, M. D. 


During the last twenty or twenty-five years special 
hospitals with open air, sunshine, artificial ultraviolet 
light, special diets, amusement and education have been 
provided al! over the country for the treatment of pa- 
tients with tuberculosis. At great expense to the com- 
munities, these patiens with hip joint disease have been 
provided with prolonged constitutional and local treat- 
ment, usually from two to seven years. 

In spite of this elaborate and costly system, the re- 
sults of the conservative treatment have been extremely 
disappointing and the proportion of patients who obtain 
satisfactory results by conservative measures alone is 
very small indeed. If, when these patients are discharged 


Cleveland Clinic, Cleveland, Ohio. 


from the institutions, their troubles were over, it would 
not be so discouraging, but it has been shown that ap- 
proximately forty-seven per cent of these patients still 
have tuberculosis that is unmistakably active. 

My own experience with conservative treatment 
alone has been unsatisfactory, and it is the general ex- 
perience that rarely does fusion between the femur and 
ilium take place in spite of perfect immobilization of the 
hip joint either in a single or double spica, and satis- 
factory healing is not accomplished until operative fusion 
is undertaken. When we consider that tuberculous dis- 
ease is fundamentally a destructive lesion with no new 
bone formation, we can readily understand that as the 
lesion in the hip joint progresses the head of the femur 
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becomes smaller, and the acetabulum becomes larger, 
so that an ankylosis by natural healing becomes increas- 
ingly difficult. As long as there is any motion in the hip 
joint, the tuberculous process continues and only after 
internal fixation does nature have an opportunity to 
effect a cure. 

In our experience, there has been a continual in- 
crease in the shortening of the leg until fusion of the 
joint was accomplished. This may be accounted for 
first by the progressive collapse of the joint structure, 
and second by the apparent lack of osteoblastic activity 
in the femur and tibia as long as there was any disease 
still present in the hip joint. This osteoblastic inactivity 
undoubtedly resulted partly from disuse of the limb, but 
a more important factor in its causation was the de- 
pressing effect of the tuberculous toxins on the growth 
of the limb. When the fusion was ultimately accom- 
plished by operation, the femur was recalcified and 
normal growth re-established in the bone. Hence, it 
would certainly appear that the earlier the joint is fused 
after the onset of tuberculosis, the greater the possibility 
of minimizing the shortening of the extremity. 

By operative fusion of the hip joint at the proper 
time, not only can the time of hospitalization be short- 
ened but the patient can also be assured that the trouble 
will not recur. It is quite apparent from clinical experi- 
ences that the time consumed and the expense involved 
in the continuance of conservative treatment alone, even 
if it were possible to obtain a satisfactory result, is far 
in excess of that required when conservative treatment 
is combined with appropriate surgical procedures. 

The obvious question then arises as to the ideal 
time to resort to extra-articular fusion during the course 
of treatment of tuberculosis of the hip. Some orthopedic 
surgeons feel that the operation should be instituted as 
soon as the diagnosis has been established, but I cannot 
concur in this. I feel that these patients should be given 
an adequate course of recognized conservative care with 
immobilization, heliotherapy and general tonic treatments 
until the general resistance of the patient is brought to 
the optimum and the progress of the disease is checked. 

Generally speaking, I would say that in our cases, 
conservative treatment was continued until an attempt 
at healing or recalcification was observed on the roent- 
genograms and®this has usually necessitated treatment 
for fifteen to eighteen months before surgery was con- 
templated. 

Of course, the length of this treatment before fusion 
of the joint should be undertaken is an individual prob- 
lem, and each case must be considered on its own merits. 
Probably fewer complications result from overdoing the 
conservative treatment by two or three months than 
by rushing into operation. 

The conservative treatment must include complete 
fixation in recumbency. The rest is beneficial both to 
the local and to the general condition. Unless there is 
some contraindication, one of the best mediums for ac- 
complishing this in children is a plaster of paris spica 
as it gives the maximum of complete fixation of the joint. 
Of course, the cast is disadvantageous in giving complete 
heliotherapy treatments, but the advantages would ap- 
pear to more than compensate for the disadvantages. 
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The tuberculous lesion is ostensibly a destructive process 
and there is very little tendency to new bone formation, 
As the destruction progresses, the head of the femur 
becomes smaller and the acetabulum becomes larger, and 
the only way that the cavity can heal is by collapse go 
that the solid bone of the head of the femur comes into 
contact with the solid bone of the ilium, or the condition 
within the joint becomes static and nature is able to bring 
about a healing process. The difficulty of producing a 
condition favorable to healing is obvious if traction js 
applied to the limb in excess of that necessary to over- 
come the spasm of muscles. Too much traction prevents 
the collapse and obliteration of the cavity, and certainly 
prolongs the length of time required for healing. — 

In the early stages, pain is best relieved by applica- 
tion of traction. When the deformity has only recently 
been acquired, extension is the best method of correction, 
This is first applied in whatever erroneous axis the limb 
has assumed, and from day to day the error is corrected 
until the ideal position of twenty degree flexion, ten de- 
gree abduction and twenty degree of external rotation 
has been attained. When this is accomplished, a plaster 
cast is applied. 

The patient may come under treatment when the 
deformity is already associated with fixation of the joint 
either from an intra-articular fibrous ankylosis or from 
contraction of the peri-articular tissues. In such an 
event, the correction should still be insisted on, but to 
secure it some type of operative interference such as sub- 
trochanteric osteotomy may be necessary. 

It should be emphasized that the operative procedure 
is merely a stage in the treatment. After operation, pro- 
longed convalescent care is necessary to procure the 
maximum results. Protection should be insisted on for 
approximately a year following operation and weight 
bearing without protection should not be allowed until 
firm bony ankylosis is assured according to the roent- 
genogram. If weight bearing is allowed too early, ad- 
duction and flexion deformities develop. It must be 
borne in mind always that the resultant disability in an 
ankylosed hip is not due so much to the loss of motion it- 
self, as to the flexion, adduction and abduction deformities 
and the shortening that may accompany this condition. A 
patient who has an ankylosed hip in good position with 
little or no shortening of the leg learns to walk well 
with only a slight limp and very little appreciable handi- 
cap. 

There is no question of conservative treatment 
versus operative treatment, but rather, “extra-articular” 
fusion should be considered as a stage in the whole pro- 
cedure in order to assist nature to bring about a healing 
of the destroyed joint. The slow natural healing in 
these conditions cannot be entirely avoided or circum- 
vented, but by a good rational program of preoperative, 
operative and adequate postoperative convalescent care, 
much can be accomplished in lessening the time required 
for the treatment and, what is probably equally impor- 
tant, in decreasing the cost of treatment. Much can be 
done to limit the shortening of the affected limb and to 
prevent the development of deformities, and the patients 
can have the maximum assurance that there will be no 
recurrence of the disease. 
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It should be emphasized again that it is not the 
equipment but the choice of suitable exercises and the 
technic of giving them that constitutes efficient treat- 
ment of paralyzed muscles. The kitchen table and even 
the kitchen floor have been utilized many times where 
no other facilities were available.”’* 

The type of patient who needs home physical 
therapy may be defined as the person whose physical 
condition makes it impossible or undesirable that he be 
taken to and from a treatment center. 

New polio patients with extensive involvement fall 
in this class unless they can be hospitalized indefinitely 
and will receive good orthopedic nursing and physical 
therapy. Many doctors prefer to keep the patient with 
trunk and gluteal weakness recumbent for many months. 
Even if transportation on frame or stretcher could be 
planned, the fatigue of such a trip daily or three times 
a week would undo the value of the treatment. 

The factor of fatigue makes it unwise for many 
arthritic patients to be treated at a dispensary physical 
therapy department. One such patient recently referred 
for home physical therapy had walked eight blocks to a 
street car and traveled an hour on the car to have a 
treatment three times a week. Finally she became so 
exhausted that she became a bed patient. Physical 
therapy defeats its purpose when it is given under such 
handicaps. Later on, this patient made excellent progress 
under home treatment. 

Sometimes the handicap is of another nature. A 
mother with several small children finds it next to im- 
possible to take the new born baby with obstetrical paral- 
ysis to a treatment center. Frequently she grows dis- 
couraged and discontinues care. 

The purpose of home physical therapy is not to 
compete with the department in the dispensary, the hos- 
pital or the special school, but rather to supplement it. 
Granted, therefore, that there is a need for home physical 
therapy not filled by other agencies, how may this need 
be met? 

Naturally the first requisite is an adequately pre- 
pared person to give and teach the treatment. The well- 
to-do families may have the services of a private physical 
therapist; the poor and those of moderate means need 
some other provision. For that reason Visiting Nurse 
Associations in many cities have provided nurses for 
this service. 

Given the preparation in physical therapy and the 
need to be met, what equipment does the physical therap- 
ist have in the home? 

A visiting nurse giving bedside care in the homes 
of the poor or even those of moderate circumstances 
does not find the resources and equipment of the hos- 
pital. She improvises with the equipment she finds, 
applying the principles which she has learned in the 
hospital. Neither does the visiting nurse physical therap- 
ist find in the home the equipment of even the most 


Physical Therapy Nurses, Visiting Nurses Association of Cine. 
*Physical Therapy in Infantile Paralysis, by Arthur T. Legg, M. D., 
and Janet B. Merrill. 


Jessie L. Stevenson, Anne Prochazka, Jennie Strand 


Physical Therapy in the Home 


How- 
ever, if she is a person with a little originality and 
imagination, there is no treatment except electrotherapy 
which she cannot give in the home. 

A kitchen or dining room table may be used for a 


modestly equipped physical therapy department. 


treatment table. If it is necessary to give the treatment 
in bed, a piece of three-ply veneer board may be shel- 
laced and sandpapered and placed under the patient. This 
helps to eliminate friction and makes it easier to avoid 
trick movements. 

Dry heat may be given by a bathroom heater, a hand 
thermolite, or by placing the patient on a table in front 
of the oven door. Moist heat may be applied by hot 
wet towels. Several thicknesses of newspaper or a piece 
of ordinary oilcloth may be used to keep the heat in and 
prevent the bed from becoming wet. 

Home exercises in water may be given in a bath 
tub or ganvanized tin tub. The bathtub is satisfactory 
for small children unless both arms are involved. A 
simple hammock will support the head and shoulders. 
If the tub is rounding, a piece of galvanized tin may be 
shaped like a picture hook over the edge of the tub 
and the canvas head rest looped over it. A towel may 
be folded and attached to the base of two wire coat 
hangers and hooked over the tub until something more 
permanent can be designed. Or a wash board may be 
padded with a bath towel and slanted against a basin 
which has been turned upside down on the bottom of the 
tub. We have also seen an old fashioned bread board 
with a hole in the end attached to a rope which was 
anchored to a flat iron on the floor used as a head sup- 
port. Many of the fathers, uncles, or grandfathers are 
very ingenious in working out varieties of bathtub sup- 
ports and we have almost as many kinds as we have 
patients. 

Not many district homes can afford Hubbard Tanks 
but galvanized tin tanks ranging in cost from six dollars 
to ten dollars have served as very satisfactory substi- 
tutes. The large size is seventy-two inches long, forty- 
eight inches wide, and eighteen inches deep. The tank 
rests on wooden saw horses and is filled by a garden 
hose attached to the bathroom or kitchen faucet and 
emptied by siphoning the water off. Care schuld always 
be taker in lifting the patient into the tub or tank not 
to stretch any of the muscles supported in the splints. 
The trunk should not be doubled up, the feet should 
not be permitted to drop, or the arms to hang at the side. 
If there is extensive deltoid paralysis, the arms should be 
supported at shoulder level in the water. This may be done 
by means of a loop bandage attached to the head of the 
tank. Covered bricks or even a milk bottle filled with 
water will serve to support the weak shoulder. If the 
patient still has a lot of muscle soreness, a stretcher 
made of heavy netting and with broom-sticks for poles 
may be used to lift him in and out of the water. 

Care should be taken to avoid chilling and fatigue. 
The mother is taught to prepare the treatment table with 
blankets and bath towels so that the patient may be 
covered and dried quickly. If the bath-room is used, 
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1. A tank for use in the home. 


an ironing board set up in the bath-room may be used 
as a table on which to dry the child. 

Exercises whether given in the water or on the 
table are carefully worked out according to the muscle 
weakness, and care must be taken at all times to avoid 
trick movements. 

One of the biggest opportunities which the person 
doing physical therapy in the home has, is the teaching 
of the patient and family. She sees the patient in his 
own environment and his individual problems and needs 
stand out more clearly than when she sees him in the 
hospital or with a group. Complete team work is neces- 
sary for the best results. 

It is not enough to stress the importance of rest in 
the treatment of the new polio case. The mother and 
the family must be helped to plan the rest in a way that 
will keep the patient happy. If the child is on a straight 
Bradford frame, he may be moved from one room to 
another. Many families have made portable carts so 
that the patient may be wheeled from one room to an- 
other or out of doors. The framework of the cart may 
be made to tilt like a back rest, giving the patient a 
change of position, without flexing the trunk or putting 
the extremities in undesirable positions. Inexpensive 
reading racks may be constructed. The patient’s mental 
interests may be stimulated in a variety of ways in order 
to help him adjust to a long period of recumbency. 

The application of home physical therapy and the 
various problems which its use entails can best be illus- 
trated by case histories of a few patients. 


A PoLioMYELItTiIs PATIENT 


A girl of sixteen was referred to us in September, 
1932, following an attack of polio. When first seen, 
there was a marked weakness in both quadriceps, hip 
flexors and anterior tibials. The doctor ordered two 
posterior wire splints to hold the feet in dorsi-flexion, 
and the knees in extension. The wire was bent by a tin 
smith, the felt covering and webbing straps were made 
by the nurse with the help of the mother. Each splint 
cost one dollar and fifty cents. A board was placed 
under the mattress to keep it from sagging. The patient 
was too heavy to be lifted into the tub or tank so she 
never received water treatment during the period of her 
home care. 
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As she had very little muscle soreness, the 
first detailed muscle examination was made 
early in October, two weeks after her return 
from the Contagious Disease Hospital. This 
examination graded her abdominals poor on 
both sides. The right leg graded: gluteus max. 
imus, fair; hip flexors, poor ; adductors, poor; 
inward rotators, poor; quadriceps, poor ; ham- 
strings, good; anterior tibial, fair; other 
muscles, good. The left leg graded: gluteus 
maximus, fair; hip flexors, poor; abductors 
and adductors, poor; hamstrings, fair; quad- 
riceps, poor; anterior tibial, poor; posterior 
tibial, fair; other muscles good. 

Gentle massage and exercises suited to the 
muscle grading were begun and care was taken 
to keep under the point of fatigue. The pa- 
tient was not permitted to sit or to be propped 
up with pillows because of the weak abdomni- 
nals and glutei. A piece of three-ply veneer 
board, mentioned before, was placed under the 
patient for the exercises which were given in 
the bed. The board was propped with pillows with the 
patient in the side lying position and slanted downward 
to make the exercises for the weak quadriceps and hip 
flexors easier. Later on, as these muscles gained in 
strength, the exercises were given with the board on the 
level, and with further improvement, the board was 
slanted upward. Giving the exercises in this way made 
it possible to watch the hip and trunk and to guard 
against trick movements. 

Muscle examinations were made at an interval of 
six weeks to two months. The second examination 
showed gain in the glutei and abdominals, but little im- 
provement in the hip flexors. Since the abdominals rated 
below fair, sitting was still considered not advisable for 
them though it would have helped the hip flexors. To 
put the hip flexors in a position of greater relaxation, 
the legs were elevated in the splints at an angle of forty- 
five degrees by resting them on the board which was 
propped against the foot of the bed. This was done 
three times a day for an hour at a time. 

By January the abdominals graded fair plus and the 
doctor permitted the patient to sit in a wheel chair. The 
splints holding the knees in extension and the feet in 
dorsi-flexion were continued. At first the patient spent 
an hour a day in the wheel chair. By the end of two 
months this time was gradually increased so that she 
spent most of the day in the sitting position except for 
a rest period in the afternoon. She had her treatment 
before she got up at about ten in the morning. She was 
carefully watched for signs of fatigue. The abdominals 
and glutei did not go back under this gradual increasing 
of activity. 

By the end of the year, the feet were normal and 
all other muscles good except the hip flexors, quadriceps 
and right adductor. The hip flexors graded fair minus, 
the right adductor poor. The quadriceps were difficult 
to grade, for although the patient could not complete the 
last few degrees of motion against gravity, she took 
considerable resistance at the point to which she lifted 
the leg, and the muscle tone appeared good. 

At this time, the doctor suggested balancing and 
a few steps with crutches. This was done very care- 
fully, guarding against hyperextension of the knee, and 
avoiding the waddling hip flexor gait. Instruction in 


walking and balancing was done slowly and gradually 
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so that at the end of three months she was able to walk 
about the house with her crutches without limping. Prac- 
tice was also given in going up and down one or two 
steps. One of the most valuable lessons that the patient 
learned was to keep within her fatigue limit and to stop 
before she got tired. From the first we had perfect 
team work on the part of the girl and her mother. The 
mother was taught very carefully how to give the treat- 
ment. A written list of exercises hung above the bed. 
The mother was frequently checked in giving the exer- 
cises to make sure that she gave them accurately. The 
visiting nurse made calls three times a week during this 
sixteen month period. 

The patient was then referred to the Spalding Public 
School for Handicapped Children. Here her treatments 
were continued by the school physical therapist. She had 
the advantage of water treatment which she enjoyed a 
great deal since she already knew how to swim. Better 
balance as well as improved functional use of her hip 
flexors followed the water treatments. The quadriceps 
which were a little tight, also stretched out without loss 
of power. During the first semester, she spent part of 
the time in the wheel chair with the knees in the straight 
position, but the amount of walking was gradually in- 
creased. 

During the summer she learned to walk well about 
the house without her crutches though she still used them 
on the street. She could manage the large number of 
steps up to the elevated train more easily than one single 
high one on the street car. 

In September, 1934, two years after the onset, she 
realized a long cherished ambition by attending the 
World’s Fair. She carried a cane but as she said— 
everyone else did, too. 

She will remain in Spalding School at least for the 
balance of this year as a matter of protection. The only 
difficulty she now experiences is high street car steps. 

Working with this patient emphasizes some of the 
most important points in the home treatment of polio 
such as (a) never allowing the weak muscles to be put 
on the stretch, (b) guarding against fatigue, (c) develop- 
ing the best gait that the patient’s weakness permits by 
establishing good habits slowly. The dosage of exer- 
cises and increasing activity needs to be as carefully 
worked out as a dose of medicine. 


An ArTHRITIC PATIENT 


Lillian, age seventeen, small and undernourished, 
came under our care after she had had arthritis for two 
years. During the first year of her illness she was under 
the care of her family physician, and as she did not 
improve, he advised hospital care. The father took her 
to a free hospital since earnings of sixteen dollars a week 
had to support a family of five. 

In the hospital, Lillian’s knees were manipulated 
and straightened, and casts were applied. Every time 
anyone in the family came to see her, she cried and 
wanted to go home. After two weeks, the father signed 
a release and took her home in an ambulance. The 
mother removed the cast and the girl went on in the 
same way as before. 

Nearly all her joints were involved but the knees 
were especially painful and swollen. She was allowed 
to sit up all day, thus developing knee flexion contrac- 
tures. She felt that by not staying in bed she was fight- 
ing disease bravely. 

A year later Lillian was referred to the Visiting 
Nurse Association by a relief agency to which the family 
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had applied for help. The first approach to the family 
and patient was very difficult. Lillian was stubborn, the 
family suspicious and nearly resigned to the fact that 
the girl would always have to be carried from one chair 
to another. 

The family physician was consulted and he advised 
rest, massage and exercises for the arms and legs. The 
treatment itself was a minor problem in comparison to 
educating the patient and getting intelligent cooperation 
from the family. It meant a complete change of habits 
in rest, diet, posture and exercises. The patient was told 
to stay in bed, to keep the knees as straight as possible 
and the trunk in good posture. It was explained that the 
joints have more chance for motion on a firm bed with- 
out pillows and with the body in a horizontal position. 
Sitting quietly in a chair all day allowed the body to 
slump. 

Exercises were started in the easy horizontal posi- 
tion without weight bearing. Harder exercises were 
added as her condition improved. All exercises were 
active. No passive stretching was done. She was taught 
to stretch her hamstrings with her quadriceps muscles. 
It took several months before her knees were sufficientiy 
straight and strong and she was able to take a few steps 
with the aid of crutches. Walking was gradually in- 
creased but not to the point of fatigue and pain. 

The diet problem was harder to teach than the rest 
and exercises. The mother had no idea that food should 
be balanced and that coffee and bread for breakfast, 
ham and potatoes for lunch, bread and sausage for sup- 
per are bad for the health of the whole family. It took 
considerable persuasion to convince them that vegetables, 
fruit and milk are not so expensive when their food 
value is considered. 

Lillian’s case is typical of many arthritics who come 
under our care. There are some whose beginning condi- 
tion is not so severe. They are up part of the time 
Some of these have tried to go to the hospital for treat- 
ment but the fatigue resulting from the trip outdoes 
the benefit. It took one patient three days to recuperate 
from each trip to the hospital. 

Other patients have so much pain that very gentle 
treatments are required. All that can be done at first 
is to apply splints for the prevention of deformities and 
to encourage active motion to prevent contractures. 
Frames over the bed with pulleys attached in many dif- 
ferent ways for exercising the aris and legs, or a pulley 
tied to the head of the bed for exercising the arms helps 
to stimulate the patient’s interest. Simple home looms 
for weaving may be used to develop better shoulder and 
elbow motion. 

An arthritic patient should understand why he is 
doing all these things—that when his body is in good 
posture the organs of his body function better, that tired 
muscles cannot hold good posture, that balanced food 
is essential to health, that exercises will help blood circu- 
lation, and that pain and fatigue are warnings. 


A Home Mabe SPLINT TO STRETCH A BURN 
CONTRACTURE 


Mrs. B., a young colored woman, was severely 
burned on both hands, forearms, and abdomen in July, 
1933, while she was attempting to start a fire in a stove. 

For two weeks she was in a hospital in a small town 
in the south near her home. After this she had no 
medical care other than home remedies used by her 
mother in dressing wounds. Eight months later, when 
she was able to get out of bed, she returned to the hos- 
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pital to find out whether anything could be done for her. 
By this time both hands had become so deformed that 
she was unable to use them. She was told that nothing 
could be done. 

Hoping that something could be done for her in a 
larger city, her friends took up a collection to raise funds 
to pay her way to relatives in Chicago. As she was 
unable to dress or feed herself her eight year old daugh- 
ter came with her. 

The left wrist was flexed so that the thumb had 
grown tight to the forearm. The thumb and first and 
second fingers of the right hand had all grown together 
and all the fingers were hyperextended. 

Soon after arriving in Chicago in April, 1934, Mrs. 
B. attended clinic and in July was admitted to the hos- 
pital for skin graft and other surgery. There is no time 
in this report to describe the excellent surgery. Our dis- 
cussion is limited to the after-care. 


2. A home made splint for stretching burn contractures. 


After eight weeks she was sent home from the hos- 
pital and referred to the Visiting Nurse Association for 
dressings and massage. Three weeks later she returned 
to the hospital for further skin grafts and was again 
referred to the Association upon her discharge. 

At this time she was able to abduct and adduct her 
fingers, making it possible for her to pick up articles 
between her fingers. She was unable to flex any of the 
joints of her fingers, and the left wrist had a marked 
flexion contracture. 


Massage and stretching exercises were given. As 
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there was no one in the home to carry out the treatments 
between visits, the fingers were slow in responding. We 
felt that motion might be gained more rapidly if a stretch 
could be given over a longer period of time. The doctor 
gave permission for us to try to work out splints to do 
this. The splints described are the result of nearly a 
month’s experiment. 

Right hand :—A metal cuff which was padded with 
felt had brass rings soldered to the upper edge. (These 
brass rings were obtained after much searching in the 
fancy work department of a dry goods store.) Small 
loops of felt were made to fit on each finger and a brass 
ring was securely sewed to each one. The metal cuff 
was strapped to the wrist, the loops of felt slipped over 
each finger. Elastic was then threaded back and forth 
from the rings on the finger pads to the rings on the 
metal cuff of the wrist. The elastic could be tightened 
as much as the patient could stand. The little daughter 
, Was taught to apply the splint which was left on an 
hour at a time. Ina short time a marked improve- 
ment in finger motion was obtained. 

Left hand :—Because of the flexor contracture 
of the left wrist, the above type of splint could not 
be used for the left hand. Something was needed 
to hold the wrist in extension, at the same time 
getting a pull on the finger flexors. 


A wire frame was made, extending from be- 
low the elbow to the first joints of the fingers. A 
strap on the dorsal side of the wrist, applied like 
a knee cap, prevented the wrist from flexing. A 
rubber sponge was sewed to the wire which fitted 
below the finger joints. This not only gave more 
comfort while the fingers were stretched, but kept 
the thumb which was held in front of the wire in 
opposition to the forefinger. It also gave the pa- 
tient an incentive to use the fingers by trying to 
squeeze the sponge. 


A piece of metal with four wire rings was at- 

tached a few inches below the wrist and the same 

method was used in stretching the fingers as was used on 

the right hand. A felt pad and strap of webbing held 
the splint in place below the elbow. 

Both splints were approved by the physician. The 
splint supporting the left wrist was worn constantly. 
In three months time, the wrist is straight and the 
patient can do some active extension. The elastic bands 
stretching the fingers are tightened an hour at a time. 

Mrs. B. is now able to care for herself. She does 
cooking and other housework, is able to write and to do 
a little sewing. 


Hamtramck’s Handicapped Children 


Mabel Stanton 


The objective of education in the Hamtramck Pub- 
lic Schools is to enable the individual to live successfully 
in ademocracy. It is evident that the education of handi- 
capped children meets difficult problems in attaining this 
objective. Many crippled children when they arrive at 
school age are afflicted mentally as well as physically. 
They are obsessed with the mental complex of self-pity. 
They have been literally smothered with care and atten- 


. Department of Physical Therapy, Pulaski School, Hamtramck, Mich- 
igan. 


tion to the degree that they are quite helpless in directing 
themselves. They are extreme individualists, possessed 
with little knowledge of the function of the individual 
in a cooperative society and little skill in the art of co- 
operation. 

The first step in the education of such an individual 
is to place him in a class where all are similarly handi- 
capped. He is thus removed from competition with 
normal children, and does not suffer by comparison. 
Then the child soon learns that he can be successful in 
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his individual endeavor and, what is more valuable, in 
functioning as a member of a social group. 

Happily for the handicapped child in Hamtramck, 
the Hamtramck School Code, which was adopted several 
years ago, puts emphasis on the development of those 
traits which he particularly needs—vision, self-direction, 
cooperation, generalization and interpretation. He finds 
himself a member of a self-governing cooperative society 
where his functions are to discover his individual capaci- 
ties, to develop these as far as possible in the right direc- 
tion and to make the greatest possible contribution to 
the welfare of his school group. The crippled child in 
Hamtramck is fortunate in having the opportunity of 
education under such favorable conditions. 

According to all available information that can be 
obtained there are two hundred and thirty-six crippled 
children in Hamtramck under twenty-one years of age 
who- are handicapped in varying degrees. There are 
sixty-four attending regular schools. These are able to 
carry on normally under supervision. There are sixty 
enrolled in the three orthopedic rooms at the Pulaski 
school where the day’s program is as follows: 


Arrival on school bus. 

8 :45-10:15—Academic work. 

10:15-10:30—Milk followed by Cod Liver Oil and 
Malt. 

10:30-11 :30—Sleeping period. 

11 :30-12:30—Luncheon in class room, and play 
period. 

12 :30- 2:15—Academic work. 

2:20- 2:30—Milk. 

2 :30—Home on school bus. 


In addition, the following special services are avail- 
able : 

a. Physical therapy with supervision of their 
wounds, braces, casts, etc., light treatments, massage, 
corrective exercises, muscle training and pool exercises. 

b. Home visits and consultation with the parents 
by the physical therapist. 

c. Specially trained teachers. 

During the past five years there have been over two 
hundred remedial operations performed on our children 
in Hamtramck with an unusual percentage of gratifying 
results. Practically one hundred per cent were suc- 
cessful. 

The financial outlay in caring for one hundred and 
fortv-seven of these patients has been largely borne by 
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the state funds available for this purpose. The neces- 
sary care included: 

1. Supervision of orthopedic, medical and surgical 
specialists. X-rays, gland and blood research, and in 
one case gland surgery. 

2. Dressings, casts, braces, special shoes. 

3. Social and mental adjustments so that the crip- 
pled children lose their handicap of self-pity and can 
compete with others and be able to take care of them- 
selves mentally and physically. All of them are taught 
to dress their own post-operative incisions and know 
when their braces or special apparatus need adjustments. 

The cost of medical treatment and specialized care 
has been enormous, running into thousands of dollars, 
which in practically all cases could not possibly have been 
financed by the individual families. 

A tribute should be paid to the parents of Ham- 
tramck who cooperate in the care of their handicapped 
children. Most parents are willing when they are shown 
the advantages which will result. There are only three 
cases where every available influence brought to bear 
failed to secure cooperation from the parents. The 
agencies used were the teacher, the priest, doctor, ortho- 
pedic nurse, public welfare worker, hospital social serv- 
ice, the rehabilitation agency, and in one case even the 
chairman of the Board of Commerce, Mr. White. How- 
ever one never loses hope, for some parents have changed 
their attitude after four years of steady work on them 
by the physical therapist and all other available agencies. 
The pathetic point in this lack of cooperation is that 
the patient is then handicapped mentally as well as 
physically. It is impossible to carry out a very success- 
ful program with an individual under these conditions. 

The local Rotarians have interested themselves in 
these children since 1924. They furnished transporta- 
tion to the first two orthopedic clinics held in Ham- 
tramck. When the school bus is not available they 
can always be relied upon to furnish transportation to 
picnics, to the Shriner’s Circus and to the summer camps, 
and they never fail to remember these children with 
gifts at their annual Christmas party. 

The big program for which we now need more 
money in the rehabilitation of this group, is training in 
some trade or profession fitted to the individual’s phys- 
ical handicap and mental ability. If we give him a 
chance to become physically able we must also give him 
an opportunity to be prepared to compete with the 
normal child in earning a livelihood. 


Casual Visits in England 


Jessie Shaw Coman 


Any consideration of the subject of orthopedics in 
England makes one immediately cognizant of England’s 
great national scheme dealing with the problem of the 
handicapped. 

“The Central Council for the Care of Cripples” 
was formed in 1919—‘to act as a central co-ordinating 
body for all organizations working for the benefit of 
cripples and as a central bureau of information on 
all matters which concern the welfare of cripples.” This 
council has aroused interest and has fostered schemes 
for orthopedic treatment throughout the Kingdom. It 
links orthopedic hospitals, general hospitals with ortho- 
pedic departments, hospital schools, orthopedic clinics, 


local educational authorities, and various societies in- 
terested in orthopedic work. 

One of the affiliating societies of special interest 
to members of the American Physiotherapy Association 
is the Chartered Society of Massage and Medical Gym- 
nastics. 

Mention of the C. S. M. M. G. brings to mind a 
very interesting interview with the secretary, Miss Tem- 
pleton, now Mrs. Coles. I think both of us had some 
very vague ideas as to what each other’s society stood 
for. What was scheduled to be a short interview length- 
ened to a morning’s visit ending with a tour of the So- 
ciety’s headquarters and a very cordial leave taking. A 
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very busy person, is the secretary—and to spend as 
much time as she did with a person, “out of the blue,” 
showed how keen she was on furthering a better un- 
derstanding between the societies of our countries. I 
think there is something of the oft found feelings be- 
tween youth and old age, in the case of our organiza- 
tion. We are young. We would do well to encourage 
an exchange of ideas between the two groups. 

The C. S. M. M. G. was founded in 1894, with 
a membership of four. They have been incorporated 
under a Royal Charter since 1920. At the time of my 
visit (March, 1933) the membership numbered 1,200. 
Thirty-seven not fully qualified headquarters are in the 
sritish Medical Association House, a factor contributing 
to their success. As I sat looking over a list of stand- 
ing committees for 1932-1933, I thought that there was 
food for thought in the fact that of five members on 
their “Propaganda Committee,” two were Doctor Coles 
(chairman) and Doctor Mennell. 

The standards of the society are high. I thought at 
the time that some of the requirements were a bit too 
rigid and that the period of training seemed over long. 
However, I realize that there is not a good basis of com- 
parison for our requirements on this point; as our mem- 
bers are either graduates from School of Physical Edu- 
cation or Nursing in addition to physical therapy, or 
from a school giving not less than a three years train- 
ing in physical therapy. 

The length of the course of training for the Con- 
joint examination is seventy-eight weeks ; and in the case 
of those entering for the teachers’ certificate, a period 
of two years is to elapse between the passing of the 
Conjoint and the sitting for the teachers’ examination. 

The British members’ criticism of us is that there 
are too many “anybodys” in our group; and it would 
seem to us that there is too much of “everything” in 
their field for treatment by massage and gymnastics. 

The question of health insurance and benefits is 
very much to the fore in America at the present time. 
It was interesting to note that the C. S. M. M. G. was 
working hard for a scheme whereby insured persons 
would be entitled to physical treatment as an additional 
benefit under the National Insurance Act. 

As to the Journal of the British Society—I think 
that we can acquiesce to Miss Templeton’s very com- 
plimentary statement concerning ours, and admit that 
it is the better of the two publications. We could imi- 
tate their “Special Congress Number” with benefit, how- 
ever. 

I wish that there could be a greater exchange of 
courtesy and thought between the two societies so keenly 
interested in this study of massage and exercise, one of 
the oldest departments of medicine. Without a lan- 
guage difficulty, England, Australia and America could 
easily have an interchange of ideas. 

The death of Sir Robert Jones—“The greatest or- 
thopedic surgeon that the world has ever known” has 
been a sad loss in the field of orthopedics; but his 
name will ever remain an incentive and an inspiration 
to those interested in the work on both sides of the 
Atlantic. Sir Robert Jones’ influence was much more 
than national, and being international, we can help “carry 
on” as his associates and followers are doing. 

As I visited various hospitals and homes through- 
out England, I was reminded of a remark I once heard 
made by one of our best surgeons to a very young 
and knowing student. “The older you grow, and the 
more experience you have the more you realize how 


very little you know, and your manner will vary ac. 
cordingly.” After a visit to Dr. Mennell’s clinic jn 
St. Thomas’ Hospital, I felt as one of the patients 
did when Dr. Mennell said, “I didn’t know what the 
trouble was, but the chap had faith in us—and there 
he is,” and there he was, a pretty healthy looking chap! 
I think we both feit that anyone, with such skill and 
success, who could admit his ignorance was quite trust. 
worthy, and we could have faith! 

One is often impressed by little things, and as one 
often does, I made an odd assortment of brief notes 
in my note book: 

Spinal Carriages—shallow elongated baby buggies: 
as fine for the flat on his back patient to be wheeled 
about for outings as for the person giving him care. 

Splendid substantial bed frames for spine cases— 
beds on large wheels, and wheeled out on to the ce- 
ment walk flush with the floor of the ward. The wall 
of the ward slid up like a theatre curtain and the entire 
ward of beds was rolled smoothly out upon the terrace. 

Splendid frames for handwork rigged up over the 
patient, which could be tipped at many angles—thereby 
eliminating muscle and eye strain. The use of mirrors, 
enabling the patient to work by watching his reflection 
and also allowing him to watch other things going on. 

Slings for paralyzed limbs, giving support and yet 
giving the patient a chance to try to work the part. 

Good sturdy braces without the fancy nickel plate 
which always adds so much to their cost. 

In reviewing the field of need for physical therapy, 
I believe I am not alone in being greatly impressed by 
the prevalence of tubercular and rheumatic cases, and 
the comparative absence of poliomyelitis cases, in Eng- 
land. 

To me, certain institutions were outstanding for 
some one thing. This is merely my impression. I do 
not presume to pass judgment in a scientific report. 
Without wishing to appear to be striving to compile a 
classified directory of visits made, I would like to 
enumerate, very briefly, a few names and something of 
what has remained in my memory concerning them. 

The Wingfield Organization, in Oxfordshire, is 
comprised of the Wingfield-Morris Orthopedic Hospital 
and thirteen local orthopedic clinics. Three after-cure 
sisters (Members of the C. S. M. M. G.) serve this 
federation of clinics of Berkshire, Buckinghamshire and 
Oxfordshire. Wingfield is primarily a hospital having 
craft training. Thirty-two nurses receive splendid train- 
ing here. 

The Heritage Craft School, Chailey, is as its name 
indicates—primarily an orthopedic craft school. Pre- 
ventive work is stressed. 

The Shropshire Orthopedic Hospital and the Agnes 
Hunt Surgical Home, Oswestry, gives a very thorough 
fifteen months training in the Physical-Therapeutics De- 
partment and prepares candidates for the examination 
of the C. S. M. M. G. as well as giving a regular nurse’s 
training and a training course for those already holding 
a nurse’s certificate, preparing them for the Conjoint 
C. S. M. M. G. certificate. 

Papworth Village, the T. B. Colony and Papworth 
Industries (Warwick Deeping’s “Smith” is a story of 
Papworth), is doing fine work with tubercular patients. 

The Royal Cripples Hospital—Birmingham, is a 
splendid arrangement of out-patient clinics, with mas- 
sage and electrical treatment department, plaster rooms, 
etc. 
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“F’orelands’—a Convalescent School, has fine treat- 
ment work—and patients are able to keep up with their 
education. 

The British Red Cross Rheumatism Clinic in Lon- 
don is rather new. It has done some very interesting 
and successful experimental work. 

The London County Council Sanitorium and Schools 
for the handicapped do a great deal for what we would 
term the public school child. One is impressed by 
the vast amount of voluntary work done on the various 
committees here as well as in connection with the clinics. 

Backs seemed to be the chief interest the day I 
visited St. Thomas’ Orthopedic clinic, and the massage 
department was a busy place. 

In many places, outside of the large city hospitals 
one could note the lack of elaborate equipment. This 
meant anything but a lack of valuable treatment. I 
was often struck by the fact that a great deal was be- 
ing done with very little, and it made me feel that the 
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basic training and the basic treatment were very sound. 

I felt that much could be done were there facilities 
for water treatments; and often as I talked with those 
in authority I was told that, “they hoped to be doing 
water treatments soon” or they felt that they could do 
much more had they equipment for some water work.” I 
was often questioned as to dimensions of pools and 
equipment used in connection with them as well as to 
actual treatments given. 

I also felt that-a great deal more could be done in 
the way of home treatments and instruction by the 
Visiting Sisters, in the outlying districts. 

Morals seem to have gone out of fashion but in 
concluding such a rambling discourse as this I think I 
must say the moral is: that the profit one gains from 
such observations is rather more in making comparisons, 
seeing how others do things and “seeing ourselves as 
others see us”—and this | certainly did in my “Eng- 
lish Journey.” 


The Treatment of Chronic Arthritis 


General Principles 


Ernest E. Irons, M. D. 


The treatment of chronic arthritis presents a prob- 
lem that requires a radical revision of current medical 
opinion in regard to the nature of the disease, its im- 
portance as a major cause of suffering and disability, 
and the necessity of a wide-angled therapeutic attack. 
Conceptions of many diseases formerly thought of as 
disturbances of one organ of the body have been broad- 
ened by increasing understanding of their morbid an- 
atomy and physiology to include the changes that in- 
evitably involve other systems of the body. The pro- 
fession has ceased to think of nephritis as a lesion of 
the kidney alone, or of cardiac disease as confined in 
its effects to the heart. Chronic arthritis can no longer 
be thought of as a disease of certain joints but rather 
as a systemic illness, in which there may be disturbances 
of the circulation, the general metabolism, and nutrition 
and the gastro-intestinal system, as well as local changes 
in the joints. 

Very early the only objective demonstrable disturb- 
ance may be in one or more joints. The immediate 
cause may be infection or trauma, which, however, 
becomes effective in producing serious disability because 
of the intrinsic qualities of the tissues of the patient. 
Successful therapeutic measures must therefore not only 
be directed at one single and perhaps immediate etiologic 
factor but planned to meet multiple causes active in 
each patient. This broader view of the nature and 
causes of arthritis is rapidly gaining ground in this 
country and Canada, largely through the efforts of the 
American Committee for the Study and Control of 
Rheumatic Diseases. It is proposed to consider here 
some of the facts that have led to the recognition of 
the importance of chronic arthritis as a disease of the 
body as a whole, the difficulties in attaining an orderly 
classification based on etiology, morbid anatomy or clin- 
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ical course, and the necessity of therapeutic attack based 
on a well rounded conception of systemic effects as 
well as of local alterations in the joints. 


DisABILiry CAUSED By ARTHRITIS 


The suffering and disability entailed by chronic arth- 
ritis exceed that from any other of the chronic dis- 
eases of temperate climates. A recent survey of chronic 
disease in Massachusetts' showed that out of an esti- 
mated total of 500,000 persons afflicted with a chronic 
disease, of whom 225,000 were partially and 22,500 
totally disabled, there were 138,000 persons ill with 
rheumatism, of whom 5,600 were totally disabled. The 
next most frequent cause of disability was heart dis- 
ease with 84,000 and 2,600 totally disabled, followed by 
arteriosclerosis with 64,000, digestive diseases with 29,- 
000, diseases of eye and ear with 24,000, apoplexy with 
16,000, tuberculosis with 16,000, diabetes with 15,000 
and cancer with 11,500. 

The increase in average population age in Massa- 
chusetts is approximately one per cent with each decade. 
Falling birth and death rates also increase the propor- 
tions of persons who survive to the higher ages in 
which chronic diseases tend to increase. Similar sur- 
veys, if made in midwestern and western states, would 
probably yield somewhat lower figures for chronic dis- 
eases than in older populations in which larger numbers 
of persons have reached the higher age brackets. 

Heart disease leads as a cause of death but, whereas 
the patient with heart disease lives from seven to nine 
years on the average, the rheumatic patient lives four- 
teen years or more. The mortality of chronic rheu- 
matic disease is low, but the suffering and disability are 
enormous. Chronic arthritis offers a major challenge 
to the medical profession and the public. 

Advances in the understanding of rheumatism are 
not unlike those which have evolved in other forms of 
disease. A century ago fewer were classified as inter- 
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mittent, remittent and continued; many yielded to peru- 
vian bark, others did not. Some were clearly identified 
with clinical disease entities such as yellow fever or 
pneumonia; others were ascribed to “phlegmasiae” or 
simply termed “idiopathic.” With the discovery of the 
bacterial and protozoal causes of infections, fevers were 
rearranged and recognized as symptoms of underly- 
ing systemic disease, and treatment was placed on an 
etiologic basis. 

Acute rheumatism was early separated clinically 
from chronic rheumatisni and soon became distinguished 
as acute rheumatic fever; likewise gout was similarly 
set apart clinically. The arthropathies of neurogenic 
origin were recognized, and still later the identification 
of infections due to specific organisms such as the pneu- 
mococcus or gonococcus allowed the separation of acute 
and chronic arthritis associated with these infections. 

There was then left the large group of cases of 
chronic arthritis, which Garrod in 1890 divided clin- 
ically into rheumatoid arthritis and osteo-arthritis. The 
view was frequently expressed then and in succeeding 
decades that rheumatoid arthritis was more than a dis- 
ease of joints, and depended on underlying constitu- 
tional disturbances. 

The application to chronic arthritis of the concept 
of focal infection under the leadership of Dr. Frank 
Billings made possible cures of metastatic joint infec- 
tions, many of them so striking as to lead some ob- 
servers to the conclusion that all chronic arthritis might 
be cured if only these patients were studied carefully 
enough to discover the hidden infection. Attention be- 
came centered on infection as a cause of chronic ar- 
thritis, frequently to the neglect of other or concomitant 
causes. General care of the patient, insisted on by Dr. 
Billings, was forgotten. The search for, discovery, and 
treatment of hitherto unrecognized localized infection 
became a necessary routine in dealing with chronic ar- 
thritis, but it soon was evident that infection could 
account for but a part of the complex etiology of the 
disease. 

During the same period of the past quarter century, 
advances in the study of metabolism, heredity, water 
balance and edema, of the functions of the thyroid and 
parathyroid glands and of the effect of nervous and 
vascular supply on nutrition of joints furnished clin- 
ical methods that were utilizable in the study of arthritis. 

At this time came the World War, with the revela- 
tion of the large number of persons unfitted by physical 
disability for inclusion in the draft; and with the op- 
portunities for study of arthritis under controlled con- 
ditions in groups of soldiers invalided by reason of ex- 
posure, infections and trauma; and finally there were 
the disclosures of healthy surveys, necessitated by na- 
tional and local compensation laws, of the large numbers 
of persons in civil life who are partially or totally dis- 
abled by arthritis. Chronic arthritis has thus come to 
be recognized as a major cause of disability, with many 
possible causes which must receive adequate separate 
study in order that each patient may obtain a maxi- 
mum benefit. 

The removal of a focus of infection from some 
patients is sufficient to swing the balance toward re- 
covery, and the natural recuperative powers determine 
healing of the arthritis. But there are many others in 
whom there is no evident remaining infection, and no 
amount of search for infection, nor attempts at im- 
munization or desensitization, can be expected to benefit 
arthritis the continuance of which is dependent on diet- 
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ary errors, on metabolic disturbances, on vascular ab- 
normalities leading to malnutrition of cartilage, on nery- 
ous and trophic derangement or on hereditary or me. 
chanical defects. 

When an infection invades a previously normal knee 
joint the lesion may heal promptly without residual dis- 
ability, or healing may be delayed. There is exudation, 
stimulation of connective tissue growth, pannus forma- 
tion and erosion of cartilage; the joint surfaces are no 
longer in proper apposition, the blood supply is impaired 
so that healing is further interfered with, and the trauma 
of motion and weight bearing accentuate a process from 
which the initial active infectious cause may have abated 
or disappeared. It has been suggested that the extensive 
and progressive disorganization of joints with impaired 
function in some patients is due to inferior quality of 
cartilage, which is less able than the normal to withstand 
infection and injury or to participate in repair. 

Any one of several causes may thus initiate the 
arthritis, but almost without exception other disturbances 
follow, so that in any patient with chronic arthritis there 
are several determinants affecting the progress of the 
disease. 

CLASSIFICATION 


In a disease characterized by deformity of joints of 
varying clinical course, in the etiology of which such 
diverse elements as infection, trauma, glandular dys- 
crasias, hereditary inferiority of tissues, altered blood 
supply and the nutritional changes attendant on advanc- 
ing age are concerned, it is evident that the first require- 
ment for routine study is a workable classification. 

Many attempts have been made to divide arthritis 
into groups on the basis of morbid anatomy, etiology 
or clinical course. After long consideration it was con- 
cluded by the American committee that, in the circum- 
stances, a simple division of chronic arthritis into (1) 
chronic atrophic, rheumatoid arthritis and (2) chronic 
hypertrophic arthritis, osteo-arthritis, will serve best for 
the present. 

The characteristics of atrophic arthritis are its inci- 
dence chiefly in younger persons of ptotic habit, espe- 
cially women, multiple joint involvement with fusiform 
appearance of joints of the hands, often ulnar deflec- 
tion, and later ankylosis. The onset is insidious or acute. 
In many patients, constitutional effects with slight fever, 
anemia and poor nutrition are evident. 

Hypertrophic arthritis, osteo-arthritis, is found in 
persons at or beyond middle life, often well nourished, 
and produces disability varying from slight to severe 
crippling. It is usually polyarticular but may be mon- 
articular. Lipping of joints and hyperostoses are fre- 
quent; ankylosis is rare. Fibrous thickenings, Heber- 
den’s nodes, with later bony hyperplasia at the terminal 
joints of the fingers, are frequent. The effects of the 
trauma of work are often noted in the hands and spine 
of the laborer. 

The committee of the British Medical Association 
has summarized its studies in an admirable report? in 
which is offered a somewhat more detailed subdivision 
of clinical and pathologic types. Both rheumatoid arth- 
ritis and osteo-arthritis are regarded as having two 
types, one with and a second without infection. There 
are added chronic villous arthritis, occurring mainly in 
women at the menopause, and spondylitis. Of the 
latter, two types are distinguished: (a) ankylopoietica 
in which the joints of the spine tend to fuse and in 
which infections as well as trauma are often concerned, 
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and (b) osteo-arthritica, laborer’s spine, in which the 
effects of wear and tear of hard work are evident and 
osteophytic outgrowths prominent. 

The grouping of chronic arthritis into atrophic and 
hypertrophic should be regarded as tentative, to clarify 
discussion and facilitate clinical study. Some students 
of arthritis believe that the two groups represent clini- 
cally different diseases. Certainly the onset of disease 
in many patients with the atrophic type is associated 
with infections and, in many of those suffering from 
the osteo-arthritic, hypertrophic type, the anatomic 
alterations are clearly dependent on vascular and other 
tissue changes that characterize senescence. There are, 
however, borderline cases which it is difficult to place 
in one or the other group. Pathologic tissue changes 
characteristic of each group are sometimes found in the 
same patient, and roentgen films of some joints suggest 
the atrophic, while those of other joints, such as of the 
spine, suggest the hypertrophic type of arthritis. The 
kind of trauma and the location of the joint thus seem 
to determine in part the reaction that occurs. 

Other clinicians, while admitting the desirability of 
a working classification of this sort, maintain that the 
pathologic and clinical differences between the two 
groups depend on the time of life when damage, 
whether due to infection, physical trauma or interfer- 
ence with nutrition, occurs, and on the kind of reaction 
to injury exhibited by the tissues of the individual 
patient. Gonococcic infection produces in one patient 
a quickly healing arthritis; in another, arthritis and 
tenosynovitis with limitation of motion from scar tissue 
and adhesions ; in still another, a multiple arthritis which 
continues to progress to the clinical picture of advanced 
atrophic arthritis, or to the production of spondylitis 
ankylopoietica of the British classification. 

The effect of age on the response of joints to injury 
is demonstrable in animals. Experimental ligation of 
the blood supply of the patella produces a hypertrophic 
type of arthritis in adult dogs but causes but little change 
in young dogs.* Clinically, the hypertrophic type of 
chronic arthritis in man is more common in older per- 
sons, whereas the atrophic type appears in earlier de- 
cades of life. Again, in atrophic arthritis there is some- 
times clearly evident a hereditary element, as shown by 
the incidence of arthritis in some families, as in grand- 
mother, mother and daughter. Here is suggested a 
cartilage inferiority as regards healing and reaction to 
infection or trauma, analogous to family susceptibility 
or resistance to infectious diseases, to the early develop- 
ment of hypertension or to local tissue reaction in scars, 
in which in one person a cut of the skin heals with a 
slight scar and in another with an unsightly keloid. 

In chronic arthritis one is therefore dealing with a 
disease which may be initiated by infection or trauma 
but the subsequent course of which is influenced by 
many conditions of individual and hereditary tissue pecu- 
liarity, age, and general and local nutrition. 

The usual combinations of these conditions result in 
a disease that conforms clinically more or less closely 
to one or the other of the two great groups of atrophic 
or hypertrophic arthritis. It is to be noted that while 
such a division is extremely valuable clinically, it does 
“not justify the assumption that one factor, such for 
example as infection, was or was not the precipitating 
cause of the disease years before. Infection may have 
initiated the process the later course of which is deter- 
mined by the kind of response that the tissues are able 
to make by reason of their hereditary quality, vascular 
supply and exposure to further trauma. 
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Viewed-in this way, the grouping of chronic arthritis 
into atrophic and hypertrophic is really a statement of 
how this or that patient has reacted to trauma involving 
his joints and is of value because it indicates the kind 
of problem, judging from previous clinical experience, 
he is likely to present in the future, as well as the diffi- 
culties he will encounter, and the measures to be taken 
to avoid them. 

TREATMENT 


The treatment of chronic arthritis consists in the 
removal or correction of such recognizable causes as 
may be found active when the patient comes for help, 
the prevention of mechanical defects and the correc- 
tion of those already present, and the institution of 
general measures to return the patient and his tissues 
to as normal a condition as possible. The patient and 
his disease are to be treated rather than his joints or 
one assumed etiologic factor alone. Successful manage- 
ment will depend on a highly individualized program, 
which ideally will meet the several requirements of each 
patient. Routine treatment of all patients by any one 
method cannot in the nature of the case succeed. 

Before the several lines of therapeutic attack on 
chronic arthritis are considered, it is well to recall the 
natural history of the disease. In some patients the 
arthritis seems steadily to advance, but in the majority, 
especially the atrophic type, there are periods of spon- 
taneous remission with improvement, which may last 
for months. Any harmless therapeutic measure, whether 
actually effective or not, will, if instituted at the begin- 
ning of a natural remission, be followed by improvement 
and thus be credited with a value it does not deserve. 
The conclusions of many studies of this or that method 
of treatment during the past quarter century are to a 
large extent invalidated by failure to take into account 
this tendency to remission in arthritis. Then, too, the 
assay of results of therapeutic measures must include 
subjective as well as objective elements. The report of 
a patient as to how he feels is influenced to a consider- 
able extent by his state of mind, whether of hope or 
discouragement. 

INFECTIONS 


Infections frequently mark the onset of arthritis, 
which is destined to progress into a chronic disease. 
The recognition of chronic focal infection as a cause 
of disease of the joints is one of the great advances in 
medicine of this century, and the treatment of chronic 
arthritis properly includes a search for and eradication 
of chronic infections. Operations for the removal of 
infections obviously should be planned to avoid shock 
to the patient. Sometimes removal of infection will 
suffice to swing the balance in favor of the patient and 
his recovery is assured. More often, however, infec- 
tion is only one, though possibly the precipitating, factor 
in a process that is continued by one or usually several 
other factors. Here dependence on measures directed 
toward the infection alone will obviously result in 
failure. The importance of underlying hereditary and 
general influences is emphasized when one recalls the 
high incidence of focal infections in persons who do not 
suffer from arthritis or other demonstrable organic dis- 
ease. 

It is not within the scope of this paper to review the 
many reported results of the removal of infections in 
chronic arthritis. Two recent reports, however, exem- 
plify some of the etiologic and therapeutic relationships 
already cited. Stainsby and Nicholls* treated rheuma- 
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toid arthritis by removal of the tonsils and by vaccines. 
Of twenty patients treated by tonsillectomy alone there 
was improvement in 60 per cent; of eighty-three pa- 
tients treated by tonsillectomy and vaccines there was 
improvement in 57.8 per cent; of 194 treated by vac- 
cine alone there was improvement in 35.6 per cent. 
Miltner and Kulowski® found that the benefit of the 
removal of focal infections in chronic arthritis depended 
on age, type of disease and its duration. Of thirty- 
three patients with atrophic arthritis under sixteen 
years of age, 73 per cent were cured and 16 per cent 
improved. Of sixty-three patients over sixteen years of 
age, 15 per cent were cured and 58 per cent improved. 
Of one hundred patients with hypertrophic arthritis, 95 
per cent showed demonstrable foci, dental foci, predom- 
inating, but in only 9 per cent was there marked im- 
provement following their removal. 

These and other studies indicate that infection is a 
larger contributory element in the continuation of the 
atrophic than of the hypertrophic group. There is 
diversity of opinion, based on the results of blood cul- 
tures, as to the incidence and significance of bacteremia 
in chronic arthritis, but most investigators have found 
bacteria in cultures of the blood in a larger proportion 
of patients in the atrophic than in the hypertrophic group. 
Whatever may be the final conclusion as to this con- 
troversial matter, as well as to the significance of strep- 
tococcus agglutinins, it seems quite possible that in 
chronic arthritis the finding of bacteria in the blood may 
be of greatest importance as an indication of lowered 
humoral and cellular resistance incidental to the general 
disease. Bacterial invasion of joints may occur early 
and be of primary etiologic importance but conceivably 
may follow later under conditions of lowered resistance 
in a patient whose arthritis originally resulted from a 
combination of other causes. 


ALLERGY 


Evidence is growing that part of the symptoms of 
recurrent joint pain and swelling may be due to an 
allergic response of sensitized joint tissues rather than 
to actual new lodgment of bacterial bodies. Both ex- 
perimental and clinical observations suggest an analogy 
between the urticaria and rashes of serum disease and 
the shifting swelling, redness and pain of the joints 
in acute rheumatic fever. Likewise in chronic recurrent 
iritis many facts favor the view that some recurrences 
are due to reactions of the uveal tract previously sensi- 
tized by infection, through the renewed invasion of the 
ocular tissues, not by bacteria but by proteins possibly 
of bacterial origin. Applying this concept to chronic 
arthritis, exacerbations of joint swelling and pain may 
thus result from superficial mucosal infections such as 
result from minor colds. The cause of the exacerbation 
may thus be infectious but not associated with any hidden 
or deep seated removable infection. Patients in whom 
there remains no demonstrable focus of infection fre- 
quently suffer from recurrence of arthritis following 
acute respiratory infections and colds. 

Freedom from exposure to streptococcic infections, 
as demonstrated by Coburn in the treatment of patients 
with rheumatic fever by their removal to Puerto Rico, 
where streptococcic infections are rare, and the favor- 
able effect on patients with chronic arthritis and chronic 
sinus infections of a sojourn in the dry climate of the 
Southwest emphasize the importance of preventing re- 
newed exposure to superficial infections. Prevention 
here consists not in renewed search for hidden foci but 
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in decreasing the probabilites of exposure to infection 
and in improving general nutrition and resistance. 


VACCINES 


Treatment by the injection of vaccines, usually of 
streptococcic origin, is widely practiced, and undoubted 
instances of improvement under this treatment have been 
reported by excellent observers. It must be evident 
however that, in a disease in which in each case several 
causes are almost always active, dependence on one 
method alone results in the neglect of other procedure 
of equal importance by the welfare of the patient and, if 
vaccines are used in combination with other necessary 
methods, much caution is needed in evaluating the con- 
tribution of vaccines to the improvement. Too often in 
the past the natural history of arthritis with its spon- 
taneous periods of remission and exacerbation has been 
forgotten. 

GENERAL MANAGEMENT 


With the conception of chronic arthritis as a disease 
affecting the entire body rather than the joints alone, 
the plan of treatment at once is broadened and indi- 
vidualized for each patient. There is no single accepted 
or acceptable method of treatment of chronic arthritis. 
It is here possible only to refer to general principles. 

Early recognition and treatment of the condition 
that threatens the patient offers the greatest hope of re- 
ducing invalidism from this cause in years to come. In 
patients first seen when the disease is more advanced, 
much can still be done to prevent deformity and anky- 
losis, and, if ankylosis seems inevitable, to maintain the 
joints in the most useful functional positions. 

In atrophic arthritis the restoration of general nutri- 
tion is of first importance and is often extremely diff- 
cult, requiring for its attainment relief from pain, rela- 
tive or complete bed rest, and removal of sources of 
nervous irritation and worry, in addition to a balanced 
diet. 

The diet should be appetizing and include an abun- 
dance of vegetables and fruit, protein and fat. Food 
idiosyncrasies, if present, must be considered in arrang- 
ing the dietary. Long illness and poor appetites often 
lead patients to take habitually an excess of concen- 
trated carbohydrates, and lack of exercise further inter- 
feres with carbohydrate and other metabolism. Pem- 
berton has found that decrease in carbohydrates with 
increase in proteins and fats favors reduction in joint 
swellings. The replacement of concentrated carbohy- 
drates with protein, fat, vegetables and fruits increases 
the vitamin content of the food and supplies a residue 
that aids in the correction of the tendency to bowel atony 
and constipation. 

The administration of small doses of thyroid sub- 
stance sometimes stimulates the appetite, increases the 
sense of well being of the patient and, when hypo- 
thyroidism is present, may contribute to resistance of 
infection. Anemia often requires the reinforcement of 
the diet with iron. Although many patients with 
atrophic arthritis are underweight, some tend to become 
fat, especially if they are confined to bed, and here the 
diet, particularly the carbohydrates, must be reduced. 
In hypertrophic arthritis occurring in patients with a 
tendency toward overweight or obesity, reduction in 
carbohydrates and in the total diet contributes to gen- 
eral improvement as well as to reduction of the load 
on weight-bearing joints. The relief of pain by suit- 


able analgesics such as those of the salicylic group is 
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necessary for the comfort of the patient. The dangers 
of the use of a number of newer drugs, such as cin- 
chophen for long periods, have been demonstrated by 
the tragic experiences of recent years. 

Referred pain, arising from pressure or irritation 
of spinal nerves in osteo-arthritis, and requiring careful 
study to distinguish it fron? pain originating in the 
heart, abdominal viscera or peripheral nerves, is often 
relieved by intelligent application of corrective ortho- 
pedic measures. 

The benefits of orthopedic measures to correct 
deformities and increase the functional usefulness of 
joints are not confined to the joints. The patient, bed- 
ridden until the contractures of the knees were cor- 
rected, is now able to walk and take exercise, has an 
improved appetite, assimilates food better and, most 
important of all, has now a hopeful instead of a hope- 
less attitude toward life. 

Physical therapeutic measures to improve circulation 
and local nutrition by massage, heat cautiously applied 
in suitable cases, exercise in the main active rather than 
passive, and heliotherapy, natural and artificial, may be 
applied to meet the special conditions in each case. 


SUMMARY 


Arthritis is a major cause of suffering and disability, 
and it entails economic distress greater than that of 
any other disease in temperate climates. The several 
factors concerned in the onset and continued course of 
chronic arthritis include infection, trauma, interference 
with normal blood and nerve supply, hereditary cartilage 
and tissue inferiority, and general cause such as fatigue, 
exposure, nervous strain, general malnutrition and 
glandular dysfunction. 

Chronic arthritis is to be thought of as a disease 
that affects the body as a whole rather than the joints 
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alone. For clinical purposes this disease is divided into 
two groups, atrophic or rheumatoid arthritis, and hyper- 
trophic arthritis or oseo-arthritis, although it seems pos- 
sible that these types often represent the results of 
similar series of events in persons of different ages and 
intrinsic qualities of tissues. 

Treatment must be highly individualized to meet the 
several requirements of each patient. The employment 
of one method of treatment for all patients, in a disease 
whose etiology and course vary with each patient, seems 
unwarranted. There is also the danger that relatively 
minor procedures such as some dietary, physical thera- 
peutic or other measures, perhaps valuable in themselves, 
may be unduly stressed in the clinic so that patients are 
given an erroneous impression of their importance. Here 
as elsewhere in medicine there is constant need of rugged 
honesty, both moral and intellectual, and sincerity of 
purpose. 

Treatment based on the broader conception of 
chronic arthritis as a general disease will meet the re- 
quirements of a larger number of patients, and the per- 
centage of cures or marked improvement will be in- 
creased. While a spirit of optimism is necessary in this 
difficult field, it must still be recognized that there will 
be some patients whose disease is far advanced for whom 
but little can be accomplished. The number of these 
will be materially decreased as adequate broad visioned 
treatment is instituted at an earlier stage, before irrep- 
arable damage has been done. 
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The Elliott Treatment of Pelvic Infection 


Leda J. Stacy, M. D. 


The vaginal douche was used in the time of Hip- 
pocrates, according to the historians. Infusions of herbs, 
honey, fat, and metallic solutions were used for what 
were spoken of as uterine injections by Galenus, Nico- 
laus, Avicenna and others, although undoubtedly it was 
a vaginal douche that actually was administered. No 
distinction was made between the uterus and the vagina 
up to the time of Fallopius. The douche, such as is 
used today, was employed in the middle of the fifteenth 
century but was not definitely described until 1813, when 
Sedillot wrote of it, and in 1825 Dupuy constructed a 
complicated douche apparatus. The early writers re- 
ferred to the thermal effects aimed at, stating that “cold 
water was indicated in case of atony of the uterus, in 
hemorrhage and in catarrh due to this cause, in bleeding 
erosions and ulcerations and new growths and in dis- 
placement which was dependent on lack of tone of the 
organ or its ligaments, in subcutaneous inflammation 
and congestive affections where they cause hyperesthe- 
sia.” The use of the hot douche was advocated by 
Sedillot, and later by Trousseau, Scanzoni and others. 
Kiswick considered “atonic dysmenorrhea, vicarious 
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menstruation, chronic induration of the uterus, neuralgic 
dysmenorrhea” indications for the use of hot douches. 
Others in the early part of the nineteenth century advo- 
cated its use in cases of “extra and intra peritoneal 
exudations and hemorrhage, especially in puerperal and 
fibroma hemorrhages.” Since the early part of the 
nineteenth century many different kinds of apparatus 
have been used to apply heat to the pelvic organs, but 
the method recently developed by Dr. Elliott seems to 
be the most efficient method to date. 

Heat accomplishes several things: It relieves pain, 
it stimulates circulation to the affected part and thus 
hastens resolution, and it destroys some strains of the 
gonococcus, which is the etiologic factor in many cases 
of pelvic infection; it destroys, also, a few other bac- 
teria if the high temperature is maintained for a long 
enough time. The appliance perfected by Elliott grad- 


ually increases the temperature of the pelive peritoneum 
to 106° F. and the bladder to 104° F., without dis- 
comfort to the patient. 

The Elliott treatment has given the most satisfac- 
tory results in cases of (1) subacute pelvic infection 
with pelvic cellulitis (the “frozen pelvis”), (2) pelvic 
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abscess secondary to salpingitis and (3) chronic salpin- 
gitis with persistent pelvic pain and soreness. In these 
cases the patient is relieved of her symptoms and the 
infiltration disappears; the time spent in the hospital is 
shortened and, of most importance, an operation usually 
is avoided. The treatment has not accomplished much 
in cases of infected ovarian cyst. At The Mayo Clinic 
we have discontinued the use of Elliott treatments in 
cases of early, acute pelvic infection, for in our experi- 
ence in these cases the patient has complained of in- 
creased pain, and her temperature has been elevated fol- 
lowing treatment. In the acute stage, we feel that 
patients respond better to application of ice to the abdo- 
men, and absolute quiet, without vaginal treatment, un- 
til abdominal rigidity and pain have subsided, and the 
temperature has become normal. In some hospitals, 
however, the treatment is used in the acute stage of 
infection apparently with good results. The treatment 
has been efficacious in clearing up pelvic cellulitis fol- 
lowing pelvic operations in which there is some pelvic 
exudate and bleeding. 

Our technic in applying the treatment is as fol- 
lows: The patient has a cleansing douche preceding 
the treatment, and empties the bladder and rectum. The 
bag is introduced into the vagina, empty of water, folded, 
and thoroughly lubricated; the tube leading to the bag 
is wrapped with several layers of moist gauze to pro- 
tect the sensitive mucosa of the introitus from heat; the 
bag is then filled with water at a temperature between 
110 and 115° F. The temperature is gradually raised, 
during the first ten to fifteen minutes, to the maximal 
temperature which that patient tolerates comfortably. 
This temperature usually is 125 to 130° F., never more 
than 130° F. The application is made for one-half 
hour the first day, for thirty to forty-five minutes the 
second day, and for an hour a day afterward. The 
pressure is gradually increased during the first ten min- 
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utes of treatment to one or one and one-half pounds, 
After the pressure has been established it is well to insert 
the finger into the vagina to be certain that both arms 
of the bag are distended and have found their way 
into the lateral fornices of the vagina, for it is impor- 
tant that the vagina be distended and that the heat be 
carried high into the pelvis. A small pillow should be 
placed under the knees of the patient and the tube car- 
ried over this, so that the tube enters the vagina from 
an upward direction. If the gauze about the tube be- 
comes dry during the course of the treatment it should 
be moistened from time to time. If at any time dur- 
ing the treatment the patient complains of discomfort 
the treatment should be interrupted. The patient should 
remain quiet for at least an hour after treatment. The 
applications are made daily unless the patient complains 
of increased pain or has an elevation of temperature 
following treatment—in that case, treatments are dis- 
continued until the symptoms have subsided. The treat- 
ment must be individualized for each patient. 

After a few treatments usually there is a marked in- 
crease in vaginal discharge, which gradually becomes 
less. The patient should be examined once a week to 
determine the progress that is being made. Usualiy defi- 
nite symptomatic and local improvement is noted after 
ten or twelve treatments, and in some cases after a 
less number of treatments. The number of treatments 
varies of course, depending on the individual case, but 
usually twelve to twenty treatments bring about marked 
improvement, and if evidence of inflammation persists 
after three weeks of treatment it is advisable to discon- 
tinue the treatments for about ten days; there may be 
continued improvement even after cessation of treat- 
ment, for nature must be given time in which to effect a 
cure, even if aided by artificial means. Time, quiet, and 
heat are the important factors in healing of an infec- 
tion in the pelvis, as it is in healing of one in any other 
site. 


A Practical Method of Recording Posture 


Ruth Hallett 


In handling large groups of children for corrective 
work we found it essential to have some method of 
determining definitely the amount of improvement ob- 
tained. All of the procedures in common use we found 
to be slow and cumbersome, so the following method 
was worked out which we found to be practical as well 
as inexpensive. 

A shadow of the child in the nude is thrown on a 
screen and a photograph of the shadow is taken. The 
following year another picture is taken. These pictures 
are mounted on the child’s record card and show the 
progress made from year to year. 

The equipment for taking these pictures consists 
of the following: 

1. A screen made of tracing cloth which can be 
obtained at any draftsman’s supply house. This meas- 
ures forty-two inches by seventy-two inches. It is 
stretched on a wooden frame which can be easily made. 
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We found that one with braces on the back, so that it 
will stand alone, was most practical. 

2. A spotlight. The one we used had a 1000 watt 
bulb. An ordinary projection lantern, 500 watts, would 
serve as well except for the increasing of exposure time. 

3. Pasteboard numerals, about six inches high, 
which are placed in a small rack near the edge of the 
screen so their shadow falls near the posture silhouette. 

4. A small camera, containing standard (35 mm.) 
motion picture film. A memo camera is convenient and 
suitable, and film for same is inexpensive. 

The subject stands between the light and the screen, 
about six inches distance from the latter, in order to 
avoid distortion of shadow. Care must be taken that 
the elbows and arms do not interfere with the backline 
shadow. The pasteboard numerals are put in place, for 
identification of the photograph at later inspections. 
Numbers correspond to those being written in the record 
book at the same time. 

The camera is placed on the side of the screen away 
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from the light at a distance of about six or eight feet. 
Exposure time is about one second with the light source 
used (1000 watts). Fifty pictures can be taken on one 
strip of film. The picture appears on a frame three- 
fourth inch by one inch, which is large enough to study. 
Enlargement of any of the silhouettes is obtained by 
viewing the image of the film as thrown on a screen by 
a film-slide projector, a device common to most schools. 
In this manner the negative can be projected up to any 
size under nine by twelve feet. Such projection is used 
in discussing posture difficulties with the child himself. 

The time consumed in actually taking the pictures 
average about thirty seconds per photograph exclusive 


NAME 
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of the time for the child’s undressing and dressing. The 
cost of the negative is one cent per picture. 
in order to have a permanent picture for the record card 
as illustrated below, paper prints can be made for an 
additional three cents per child. 

We have found this method of recording posture 
silhouettes to be a simple, inexpensive, and fairly ac- 
curate means of recording defects in posture involving 
forward head, flat chest, round shoulders, lumbar lor- 
dosis, and prominent abdomen. 

Following is a sample of the card we use, showing 
the actual size of the silhouettes. 
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9:00 A. 
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Business meeting 


12:00 Noon 


Luncheon for discussion of 
chapter problems 
(All members welcome) 


4:30 P. M. 


Tea 
Pennsylvania 
Chapter hostess 


8:00 P. M. 

1, Speaker or Symposium 

2. Speaker or Symposium 

3. Speaker or symposium 
Thursday, June 13th 

9:00 A. M. 

Panel discussion “Physio- 
therapy in Mental Hos- 
pitals” 

10:30 A. M, 

Speakers 

2. 

3. 


2:00 P. M. 
Business meeting 


Wednesday, June 12th 


9:00 A. M. 


Panel discussion ‘“Physio- 
therapy in Fractures” 


10:30 A. M. 


Panel discussion “Advances 
in the Presentation of 
Correct Body Mechanics” 


2:30 P. M. 


Showing of moving pictures 
depicting various torms of 
physical therapy 


7:30 P. M. 


Formal dinner. Toastmaster 
—Dr. Richard W. Larer 

Speakers 

1, 


2. 


Friday, June 14th 


Hostess Chapters 


Pennsylvania 

District of Columbia 

New York City 

Institutions of interest are 
listed by these Chapters 
in the material below 

Plan your round trip ticket 
so that you can include 
visits to one or more of 
these places 
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Now that the topics for Panel Discussions have been 
chosen, every effort will be made to secure speakers 
on other branches of physical therapy, which should as. 
sure a well rounded program. It has been very grati- 


fying to secure the lists of speakers and topics from so 
many chapters. 


Catherine W orthingham, Convention Chairman. 


By this time all members of the American Physio- 
therapy Association have received reservation cards from 
the Hotel Dennis, Atlantic City, New Jersey, conven- 
tion headquarters for the fourteenth annual convention, 

May we suggest that all delegates and members plan- 
ning to attend the convention make their reservations 
early. The Hotel Dennis wishes to accommodate all who 
are desirous of attending the convention, and for this 
reason, you are requested to make your reservations 
directly with the hotel. Many have already done so. 

Atlantic City is known as the ideal convention city, 
where a pleasant vacation may be combined with attend- 
ance at convention sessions. 

Entertainment is readily accessible for those who 
wish it. Numerous piers and amusements are conveni- 


ently near convention headquarters, and the ocean itself, | 
especially to those from inland towns, is always a delight. | 


Hospitals in Philadelphia open to visitors. Special 
Clinics to be planned at the opening of the Convention: 

University Hospital, 34th and Spruce Sts. (W. 
Phila.), easily reached from the Penna. Station, 30th 
and Market Sts. Departments open daily 8 to 10 A. M. 
for ward patients. 

Philadelphia General Hospital, 34th and Pine Sts. 
(W. Phila.), located right next to the University Hos- 
pital. Clinics daily 9 to 5, Treatments given to clinic 
and ward patients. All types of Physiotherapy. 

Pennsylvania Hospital for Mental Diseases, 44th 
and Market Sts. (W. Phila.). Treatments given daily 
2 to 5, Hydrotherapy and Electro-Therapy for Mental 
Diseases. 

Temple University Hospital, Broad and Ontario 
Sts. Situated in the vicinity of North Phila. Station, 
Penna. Railroad. Clinics open daily, all branches of 
Physiotherapy and Fever Therapy. 

School of Occupational Therapy, 419 S. 19th St. 
May be reached from either Broad St. Station (Penna. 
Railroad) or from Reading Terminal. Exhibitions from 
June 10 to June 15. Special Demonstration, Friday, 
June 14, 1:30 to 2:30 P. M. 


Graduate Hospital, 19th and Lombard Sts. Lo- 


cated in the same vicinity of the School of Occupational 
Therapy. Clinics open Monday, Wednesdays and Fri- 
days, 12 to 2:30 P. M., in Electrotherapy. 

Jefferson Hospital, 10th and Samson Sts. Located 
Direct route from the Read- 
Clinics daily 9 


in the center of the city. 
ing Terminal, 11th and Market Sts. 
to 5. All types of Physiotherapy. 
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Philadelphia is noted not only for its outstanding 
hospitals and clinics but also for its historical background 
which can be claimed by no other city in the United 
States. 

At the close of the Convention, plan to visit some 
of these historic sites. First and most important is 
Independence Hall with its famous Liberty Bell, and 
meeting place of the first Congress of the United States. 
Other points of interest include the Betsy Ross House, 
the First United States Mint, Benjamin Franklin’s Tomb, 
Rodin Museum, Franklin Institute, Fairmount Park and 
the Art Museum. These and many other interesting 
sites may be visited by taking a sight-seeing tour, which 
is conveniently planned and conducted by one of the 
leading bus lines from the center of the city. 

We are looking forward to a very successful Con- 
vention and hope to have many of our members visit 
Philadelphia. 

Pennsylvania Chapter. 


Suggested Departments to visit: Washington, D.C. 
—Children’s Hospital, Crippled Children’s School, St. 
Elizabeth's Hospital, Walter Reed Hospital. 

Baltimore—Crippled Children’s Hospital School. 

Remember, there are many points of interest in 
Washington, D. C., and Baltimore, besides those con- 
cerned with physical therapy. The District of Colum- 
bia Chapter will suggest some of these in the next 
Review. 

District of Columbia Chapter. 


The New York Chapter will be very happy to en- 
tertain the members of the American Physiotherapy As- 
sociation who will come to New York from the Atlantic 
City convention. 

A most interesting program can be arranged at the 
New York Orthopedic Hospital, and the Columbia and 
Cornell Medical Centers. 

We do not need to mention the many points of in- 
terest in our city. Probably most of you will find it 
necessary to stay up all night in order to go places and 
see things, if your time is limited. 

We hope there will be a goodly gathering in New 
York on Friday, June 14. 

New York Chapter. 


Tri-State Meeting 


A meeting of the Tri-State Hospital Association 
will be held at the Sherman Hotel, Chicago, on May first, 
second, third. On the afternoon of May second there 
will be a sectional meeting on physical therapy. 
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Attention of Chapters ! 

The Executive Committee and the various commit- 
tee chairmen often have matters of importance to com- 
municate to the chapters, and they wish the expression 
of the chapters upon these matters. Only thus can 
the wide-spread units of the Association keep in touch 
one with the other, and only thus can each know what 
the opinion of the other may be. The American Physio- 
therapy Association is not located in one spot—the spot 
in which the chief members of the Executive Committee 
happen to be located; it is located all over the coun- 
try; it is so scattered that personal communication is 
impossible. Therefore—will not the chapters consider 
seriously the questions submitted by each committee and 
send that committee the requested opinions and informa- 
tion? 


Jennie Strand 

The Visiting Nurse Association of Chicago mourns 
the death, by accident, of one of its faithful members, 
Jennie Strand. Miss Strand was also a good member 
of the Chicago Chapter of the American Physiotherapy 
Association. Just shortly before her death, she assisted 
in writing the article which appears in this issue, Physical 
Therapy in the Home. 


Chapter News 
Cleveland 


On January twenty-fifth, Mrs. Harriett T. Hall of 
the Orthopedic Department of Cleveland Public Schools, 
gave an interesting talk on the care of the crippled 
children in the Cleveland public schools. The February 
meeting will take the form of a Washington birthday 
party. After a short business session, the evening will 
be spent in games and fun. 

At a recent meeting of the Women’s Medical Society 
of Cleveland, Helen Kaiser of Mt. Sinai Hospital gave 
a paper on Resume and Appraisal of Physical Therapy 
Methods. The doctors received it with enthusiasm, and 
a lively question period followed. 

The Chapter’s publicity chairman, Elizabeth Green, 
has left the Cleveland Clinic for a new position in Steu- 
benville, Ohio. We wish her success in her new field of 
work, although we miss her in our immediate circle. 


District of Columbia 


The January meeting of the District of Columbia 
Chapter of the American Physiotherapy Association was 
largely a social one. The members enjoyed a delicious 
buffet supper at the home of Mia Donner. An informal 
discussion of physical therapy problems followed the 
dinner. 

Captain Langnack gave a talk on physical education 
problems in the Washington public schools. The Captain 
was followed by his daughter, Miss Clare who gave a 
description of the history and development of Danish 
gymnastics. The discussion was followed by a demon- 
stration showing the value of early training in gymnastic 
technique. 
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Northern California 


The Northern California Chapter of the American 
Physiotherapy Association presents for its winter pro- 
gram a series of lectures on Muscle Physiology to be 
given by: 

Dr. Eric Ogden, Division of Physiology, University 
of California—Medical School. 

General Title: The motor and postural functions ; 
their coordination ; control and maintenai:ce. 

Tuesday, November 20, 8 P. M.—The spinal reflex. 

Tuesday, December 4, 8 P. M.—The Postural Re- 
flexes. 

Tuesday, December 18, 8 P. M.—Acquired Reflexes. 

Tuesday, January 8, 8 P. M.—The nutrition, energy 
supply, and maintenance of muscle by the circulatory 
system. 

Tuesday, January 22, 8 P. M.—Exercise—Neuro- 
muscular system in action. 

Tuesday, February 5,8 P. M.—The integration and 
coordinative mechanisms. 

These lectures are open to all members of the Asso- 
ciation and others interested, such as, physical education 
teachers, physicians, or educators in hygiene. 

There will be a nominal charge for the course of lec- 
tures: To members of the Northern Chapter A. P. A. 
$2.50 for the season. To Non-members $3.50 for the 
season or 75c for each lecture. 

The place of meeting is: The Pasmore Studio, 2961 
Clay Street. 

The time is 8 P. M. 

This course of lectures is inspired by the great suc- 
cess of last year’s program and is designed to carry us on 
to more advanced study of scientific fundamentals and 
their practical application. 


Pennsylvania 


Our chapter, under the direction of our president, 
Marion Bryant, has initiated a seminar on anatomy for 
the benefit of our members. All physical therapists (un- 
less they have recently graduated from school) will admit 
their scanty knowledge of anatomy. The location of the 
Deltoid, the course of the Musculo-spiral, and some of 
the more important parts of the human anatomy are well 
known to us, but it must be obvious to anyone giving the 
subject any thought, that a very comprehensive knowl- 
edge of anatomy is necessary for the proper administra- 
tion of physical therapy. 

To date, we have had three lectures with demonstra- 
tions on living subjects and with charts. The lecturers 
are the well-known anatomists Dr. Thomas W. Phillips 
and Dr. Arthur Hartley of Hahneman Medical College. 
The fourth lecture in the series is to be delivered by Dr. 
Nicholas Gotten on the nervous system. The lectures are 
given at our regular monthly meetings. The business 
meetings follow the lectures. 

A number of our members have received invitations, 
by circular letter, to join an organization known as the 
New Jersey State Physiotherapists Society. The letter, 
which was signed by S. Rock, M. D., D. O., secretary, 
set forth the aims and purposes of the society, and also 
the disabilities of the osteopaths, chiropractors, physio- 
therapists, and drugless physicians in administering 
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physical therapy in the state of New Jersey. The main 
objective and avowed intention of this society is to pro- 
cure the passage of a bill by the New Jersey legislature, 
making osteopaths, chiropractors, physiotherapists, and 
drugless therapists independent of the medical profession 
insofar as the prescribing and administering of physical 
therapy is concerned. 

The Pennsylvania Chapter adopted a resolution at the 
last meeting of the chapter, and a copy of this was sent 
to Dr. Rock. The resolution follows: 

Whereas: a number of our members have received 
an invitation to join the New Jersey State Physiothera- 
pists Society ; 

Be It Resolved: that it is the sense of the Pennsyl- 
vania Physiotherapy Association that it is not desirable 
to practice physical therapy except under the direction 
of a physician duly authorized to prescribe same. 


Washington 


The Washington Chapter has had two meetings since 
the last publication of the Review. In January we met 
at the office of our president, Gudrun Brask. After a 
short business session, Dr. H. J. Nyckoff, with whom 
Miss Brask works, gave an interesting talk on Low Back 
Conditions and their treatment. 

The February meeting, falling on the fourteenth of 
the month, was an occasion for a Valentine dinner given 
by Florence West in her apartment in Tacoma. A friend 
of Miss West entertained us very pleasantly with an ac- 
count of her experiences at the Century of Progress last 
summer. 

Wisconsin 


The Wisconsin Chapter is instituting a rather unique 
library system, under the care of the publicity committee. 
Each member is asked to list books, bulletins, pamphlets, 
etc. which she is willing to loan or donate to this circu- 
lating library, and this literature will be available to 
members. 

On January twenty-sixth, Dr. Wirka talked to the 
chapter in the Round Table Room of Memorial Hall. 

The Orthopedic schools and hospital classes held 
their annual winter meeting in January, following the 
conference of the Rehabilitation Division. 


Western New York 


Our Winter meeting was held in Buffalo at the Town 
Club, on Saturday, January twelfth. In spite of winter 
weather and icy roads, we had almost a record attendance. 

The business meeting was followed by an excellent 
dinner at the Club, after which Dr. L. Maxwell Lockie 
gave us a very interesting illustrated lecture on “Recent 
Advances in the Treatment of Arthritis.” 

Moving Day seems to have arrived rather early in 
the year for some of our members. Polly Perkins and 
Earnscliffe Musgrove have resigned their positions at 
Millard Fillmore Hospital in Buffalo. Miss Musgrove is 
now at Strong Memorial Hospital in Rochester while 
Miss Perkins is doing private work in Buffalo. 

Doris Bars has accepted a position at Warm Springs 
Foundation, and Adelaide Fowler has taken her place at 
the Crippled Children’s Guild, Buffalo. 

We are glad the changes have meant the loss of only 
one of our members. 
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ABSTRACTS 


John S. Coulter, M. D. 


Body Mechanics and Its Relation to Abdominal Pain 
and Visceroptosis 
L. M. Hoffman, Philadelphia, in Medical Record, 140: 

4:182, Aug. 15, 1934. 

Body mechanics and posture are terms which have 
been used more or less interchangeably. The term pos- 
ture is being supplanted by the more inclusive and 
descriptive term body mechanics. 


External Indications of Good Body Mechanics 


The head is held erect with the chin “in.” The 
point of the chin should be directly over the suprasternal 
notch. 

The chest is held high so as to increase the space 
between the ribs and to widen the subcostal angle, thus 
enlarging the intrathoracic space. The position of the 
xiphoid is the foremost point of the body profile. 

The lower abdomen is held in and flat, the upper 
abdomen being the more prominent, with maximum space 
for the viscera in the upper abdomen. 

The alignment of the lower extremities is such that 
the line of weight bearing passes directly through the 
femur to tibia without angulation at the knee joint. The 
feet are parallel. 

The lumbar curve is gently concave. 
spinal curve is barely convex. 


The Sthenic Type 


The sthenic, stocky or herbivorous type is heavily 
built in all dimensions. His torso is rather large, his 
shoulders are square and his back broad. His muscles 
are larger and have coarser fibres than those of the 
asthenic. The neck is short and thick. The subcostal 
angle is a right or slightly obtuse angle. The ribs are 
more nearly horizontal than in the asthenic type and 
the heart approaches the transverse position. The sub- 
diaphragmatic space is ample, allowing the greatest pos- 
sible excursions of the diaphragm. The abdomen ap- 
pears longer from top to bottom and is roomy for vis- 
cera in its upper portions. The sthenic type has more 
subcutaneous fat. 

The Asthenic Type 

The asthenic, visceroptotic, splanchnoptotic, or car- 
nivorous type is the slender individual, delicately built, 
best adapted for the white collar occupations. The torso 
is somewhat small, the back narrow, the shoulders slop- 
ing and the neck long and thin. The muscles are smaller 
and have finer fibres than in the sthenic. The chest ap- 
pears longer and the abdomen shorter than in the aver- 
age individual. The subcosta! angle is apt to be acute. 
The ribs are markedly sloping and the position of the 
heart approaches the vertical. The lower thoracic out- 
let is narrowed and the upper abdominal space is re- 
duced in size. The diaphragmatic excursions are less 
than in the sthenic. The abdominal viscera have longer 
and more slender ligaments and mesenteries. There is 
less subcutaneous and intra-abdominal fat. 


The thoracic 


Manifestation of Poor Body Mechanics 
Poor body mechanics is manifested differently in 
the two anatomical types. In bad body mechanics in the 
sthenic, the lower cervical and upper thoracic spine are 
kyphotic and the head is held forward. Round shoul- 


ders in the stocky type often exist without lumbar 
lordosis. 

In poor body mechanics in the asthenic, the head 
is forward and the chin protruding. The chest is mark- 
edly flattened and the lower thoracic space is seriously 
diminished. The ribs slope markedly, in some cases to 
such an extent as to touch the crests of the ilia. The 
upper abdomen is flat and sunken and its space small, 
while the lower abdomen is bulging and its space cor- 
respondingly increased. Visceroptosis of extreme de- 
gree is common. Extreme lumbar lordosis and a com- 
mensurate dorsal kyphosis with round shoulders and 
more or less wing-shaped projection of the scapulae are 
important and constant characteristics. 


Clinical Symptoms of Poor Body Mechanics 


Backache is most commonly due to spinal stress 
from excessive lumbar lordosis and from scoliosis. 

Brown has found that cyclic vomiting in children 
is frequently due to bad body mechanics. 

Chronic or acute duodenal ileus is often due to 
compression of the third portion of the duodenum 
against the unduly prominent bodies of the lordotic lum- 
bar vertebrae by the superior mesenteric artery which 
is dragged upon by the ptosed large and small intestines. 

Lordotic, orthostatic or functional albuminuria, pres- 
ent during the day and often absent at night, is some- 
times due to a similar compression of the left renal 
vein between the vertebrae and the superior mesenteric 
artery. This form of albuminuria has also been ascribed 
to toxemia due to fatigue, the result of faulty posture, 
or to disturbance of important sympathetic ganglia lying 
in close proximity to the lordotic vertebrae. 

Various forms of neurasthenia are frequently en- 
countered in individuals with bad body mechanics. 

General fatigue or a tendency to tire easily is a com- 
mon complaint. 

Various forms of foot strain are often part of the 
general picture of bad body mechanics rather than due 
to a primary lesion in the foot itself. 

Abdominal pain and tenderness and visceroptosis 
will be discussed at greater length. 


Abdominal Pain and Tenderness 


Abdominal pain and tenderness may be located either 
in the abdominal wall or in the abdominal viscera. Any 
form of irritation of the spinal nerves distributed to 
the abdominal wall will cause parietal pain and tender- 
ness. There are numerous causes for the nerve irrita- 
tion but the most frequent one especially before the 
age of thirty or thirty-five years is the excessive antero- 
posterior curvatures of the spine encountered in bad body 
mechanics, particularly in the asthenic type. Scoliosis 
frequently produces similar symptoms. The postural 
strains affect the joints between the vertebral bodies and 
between the articular processes. Intraarticular and peri- 
articular inflammatory exudates cause pressure on the 
spinal nerves as they pass through the inter vertebral 
foramina. ee | 

The nerve supply of the anterior abdominal wall 
comes from the lower six intercostal and first lumbar 
nerves. Any one or more or all of these nerves, unilat- 
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erally or bilaterally, may be affected with corresponding 
localized or diffuse areas of pain and tenderness in the 
abdominal wall. Similar areas of pain and tenderness 
may be encountered in various parts of the body from 
irritation of other spinal nerves. 


Concluded September 5, 1934 


Tenderness which completely disappears when mus- 
cles are tensed is subparietal in location and is usually 
visceral in origin but occasionally is due to chronic strain 
of the lumbar spine and sacroiliac joints which con- 
stitutes another phase of bad body mechanics. Parietal 
tenderness commonly involves all three layers of the ab- 
dominal wall. Tensing the abdominal muscles prevents 
elicitation of the tenderness in the deepest layer hence 
the tenderness over tense muscles is commonly some- 
what less than over relaxed muscles even when it is 
all parietal. 

Pinching of a generous fold of abdominal skin and 
fat reveals any parietal tenderness located in them. Hy- 
persensitiveness of skin and fat always means parietal 
tenderness but absence of the former does not neces- 
sarily mean absence of the latter. 

In bad body mechanics, the localized or diffuse pain 
and tenderness of the abdominal wall due to faulty spinal 
curvatures and the various symptoms of indigestion due 
to visceroptosis are very frequently ascribed to some 
non-existent organic lesion such as acute or chronic 
appendicitis, gastric ulcer, biliary or renal disease, in- 
flammatory lesions of the uterus or its adnexa, colitis, 
intestinal obstruction, hernia, tuberculosis, peritonitis, 
etc. The erroneous diagnoses often lead to futile op- 
erations. In nearly all the patients with multiple scars 
of the abdomen and with continuing complaints of their 
original pain and tenderness, tests show that the latter 
symptoms are located in the parieties. 

The parietal pain and tenderness of bad body me- 
chanics is not cured by the removal of real intraab- 
dominal pathology; hence the patient should be warned 
before operation that any associated parietal pain will 
persist. The usual cause of so-called “operative failure” 
is the persistence of parietal pain after a necessary or 
needless operation. 

In visceroptosis the main underlying cause is bad 
body mechanics. Other contributing causes are of minor 
importance. A major function of the diaphragm is its 
action as a suction pump in bringing venous blood from 
all parts of the body to the chest. Imperfect diaphragm- 
atic action tends to venous congestion and accounts for 
some of the cases of functional albuminuria and func- 
tional glycosuria. 

The space within the abdomen exclusive of the 
pelvis is egg-shaped with the large end of the egg up- 
ward in good body mechanics and egg-shaped with the 
large end downward in bad body mechanics. 

The ptosed abdominal viscera function imperfectly 
and leads to various forms of organic ill health as en- 
countered in neurasthenics and under-weight individuals. 
Symptoms incident to imperfect action of individual or- 
gans are manifold and are recounted at length in the 
textbooks dealing with visceroptosis. 

At present the earliest practical time to begin train- 
ing the child in body mechanics is in the kindergarten 
stage. 

Instruction in Body Mechanics 

The best exercises are those which have been de- 
veloped by Goldthwait and his colleagues. 

My own experience in teaching body mechanics has 
been largely limited to patients, usually adults who sought 
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treatment for parietal abdominal pain and who expected 
to be operated upon. In brief, the exercises taught were 
for the purpose of loosening up the contractured joints 
between the ribs and vertebrae; of strengthening the 
abdominal and buttock muscles ; of flattening the lumbar 
curve ; of rotating the pelvis in the direction of elevating 
the symphysis pubis; of holding the lower abdomen jp 
but leaving the upper adbominal muscles relaxed; of 
widening the subcostal angle; of elevating the xyphoid: 
of increasing the antero-posterior diameter of the chest: 
of holding the head up and the chin in; and of making 
the patient “posture conscious.” Round shoulders when 
associated with marked lordosis are largely compensa- 
tory for the latter. 

Great benefit is derived from having the patient 
lie with his arms extended above his head across a firm 
pad four inches in diameter placed across the back just 
below the level of the axillae for one-half hour two or 
three times daily. 

Exercises in themselves will not overcome faulty 
body mechanics but they do strengthen weakened mus- 
cles and loosen up stiffened articulations and they do 
teach the patient muscle control. The final correction 
depends upon the patient “holding” as nearly as possible 
every waking moment the position of good body me- 
chanics as taught by the exercises. 

Some patients when they first come under observa- 
tion are too far below par to undertake the exercises, 
They are best treated by being placed in bed for four 
weeks or longer during which time an effort is made 
to improve their nutrition and to begin modifying their 
posture by passive measures with the aid of properly 
placed pillows (Cochrane) and by very mild exercises 
of short duration. 

My observations indicate that elevation of the vari- 
ous abdominal viscera is accomplished far better by 
correcting bad body mechanics than by any form of pexy 
or abdominal belt. Proper instruction of all children 
in good body mechanics will save many of them from 
ill health in later years. 


Acute and Chronic Sprains 


W. Rowley Bristow, F.R.C.S., Orthopedic Surgeon, St. 
Thomas’ Hospital, in British M. J., No. 3849, p. 
669, October 13, 1934. 


Physiology of Joint Movements 


The essential factor to recognize is the importance 
of the muscles. Many complex structures go to form 
a joint—bones, cartilage, ligaments, and so on—but for 
any real understanding of the pathology of joints the 
role of the muscles must be emphasized. 

Muscles is the first line of defense of a joint against 
injury, and protects it all the time against the repeated 
though small injuries which are met with in everyday 
life. If a false step is taken in walking and the bal- 
ance momentarily lost, it is muscle action which prevents 
a strain or sprain of the ankle- or knee-joint if we 
are to avoid injury. If the force is too great, or is ap- 
plied for too long a time, the muscle gives way; it can 
no longer protect the joint, and the force then falls on 
the second line of defence—namely, the ligaments. Here 
once again consequences depend on the degree of force. 
If the latter is slight, the ligament may withstand strain, 
and no ill effect will follow. If it is moderate, some 
fibres of the ligament will tear, generally from one or 
other attachment, and a sprained joint results. If the 


force be severe, a ligament may tear in its entirety, per- 
haps taking with it a small flake of bone from the point 
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of the insertion or tearing away from its periosteal at- 
tachment, and a sprained joint results. Finally, if the 
force be very severe or prolonged, first the muscle, then 
the ligament, and finally the bone itself yields, resulting 
in a fracture. 

This conception must be remembered, and we must 
guard against thinking of a fracture as a broken bone, 
or of a sprain as a torn ligament; we must not forget 
the all-important fact that it is on muscle that the 
first strain falls. Indeed, the fracture is often the least 
important part of the injury—that is, when considered 
from the point of view of solution of continuity in 
the bone. 

Treatment of Acute Sprains 

The line of treatment on which most of us were 
brought up in our hospital days leaves much to be de- 
sired and is rightly criticized. Hot lead lotion, evaporat- 
ing lotion, a bandage and rest sufficed for the bulk of 
patients in our casualty departments, and formed the 
recognized treatments of the textbooks. If we ex- 
cluded a fracture by x-ray examination, we were con- 
tent to let these patients work out their own salvation 
on these or similar lines. 

The more general introduction of massage and phys- 
ical treatment in our hospitals improved matters, but 
unfortunately these departments do not seem to attract 
the average medical student, who may well pass through 
his whole career without any very clear idea of what 
they accomplish, because he does not take the trouble 
to attend. Those of us who are called upon to lec- 
ture or to demonstrate to post-graduates must be struck 
with the interest and the eagerness to learn the mod- 
ern treatment of these simple injuries which is shown 
by the practicing doctor. 

Pressure 


Pressure can be applied by firm bandaging over 
layers of cotton wool, and in the example chosen the 
bandage should include the heel. The more usually 
applied figure of eight bandage omitting the heal is 
insufficient and fails to give support just where it is most 
needed. This pressure bandage, if applied early, limits 
the amount of the swelling ; if the ankle is already swol- 
len, it is useful in getting rid of such swelling. 

Protection 

The firm bandaging protects for the first thirty-six 
hours, and then, if necessary, this should be replaced 
by adhesive plaster strapping. The strapping starts 
above the ankle on the inner side, passes down un- 
der the heel, and up on the outer side. The foot is 
held slightly everted to take strain off the injured liga- 
ment while this support is being applied. Many layers, 
each superimposing the other by about one-third, are 
used. The strapping does not interfere with function, 
but protects the early stages of repair from undue strain 
and further damage, and gives the patient a sense of 
comfort and security. 

Encouragement of Function 


By this term I mean that early use of the affected 
limb should be allowed. In the example we are con- 
sidering—inversion sprain of the ankle—the patient is 
allowed to put weight on the limb and need not lay up. 
He is encouraged to use the foot. This does not mean 
that he is told to go for a five-mile walk. I should not 
play a round of golf if I had recently sprained my 
ankle and it was painful, but with some support and 
the muscles appropriately treated I should expect to 
be able to walk about and do my work from the first. 

At this point we must recall what has been already 
said about the all-important part that muscle plays in 
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controlling joint function, since we must concentrate on 
restoring muscle tone and encouraging the muscle to 
recover. Faradic stimulation—a method which has been 
described as graduated contraction—is of the greatest 
service. This method, as I have already stated more 
than once, I learned from Mr. Morton Smart in 1910, 
and I have used it and advised it continually since then. 
Essentially, it consists in making muscle contract by 
an electrical stimulus, and both the degree and the rate 
of contraction are controlled by varying the stimulus. 
I will not enter into details of the treatment, but would 
emphasize its importance. Concurrently with electrical 
treatment massage is useful. This aids in the removal 
of swelling, mechanically getting rid of oedema, and im- 
proving the circulation. We generally combine elec- 
trical stimulation and massage ; the one complements the 
other, even though the alternate contraction and relaxa-: 
tion, which is electrically controlled, produces what one 
may term auto-massage. Massage should never cause 
pain; it should be gentle and sedative in effect, and 
the small area, the site of maximum tenderness over 
the ruptured fibres can be avoided. 

Treated in this way, but depending on the degree 
of severity, a simple uncomplicated sprain should rap- 
idly improve. The muscle quickly recovers tone, the 
swelling disappears, and the all-too-common sequence, 
the chronic sprain, is prevented. 

Technique of Breaking Down Adhesions 

This technique, which has been given the grand 
name “manipulative surgery,” is easily acquired. The 
bone setter of the old days, who had to work without 
anesthesia, developed a technique for overcoming the 
resistance of the antagonistic muscles and catching them 
off their guard. He combined rotation with the move- 
ments of flexion and extension. Hutton used to say: 
“The twist is the thing.” But the practitioner has no 
need to possess any superlative or supernatural skill. 
Under anesthesia he can put any joint through its full 
range, and, remembering that the range differs in dif- 
ferent individuals, he can always compare it with that 
of the sound joint of the opposite side. Experience 
is of value, as, indeed it is in all treatment, but it 
is not beyond the power of the ordinary doctor to ac- 
quire a working knowledge of the technique. 

After-Treatment 


The necessary after-treatment is to keep the parts 
moving, to restore function, and to prevent the re-forma- 
tion of the limiting bands. The treatment conforms to 
that advised for the acute sprain, but the cooperation of 
the patient is needed. He must be encouraged to try 
and use the joint, assisted by the masseuse. Faradic 
stimulation is again a most useful part of treatment; 
some of use consider it an essential part. 


Wet Packs and Prolonged Baths 
A Clinical Study of Reactions to These Forms of 
Therapy 
Joseph A. Kinwall and George W. Henry, Bloomingdale 
Hospital, White Plains, New York, in Am. J. Psy- 
chiatry, 91 :1:73, July, 1934. 
Conclusions 


After a deliberate attempt to study the various 
aspects of treatment by means of packs and baths and 
to present the undesirable as well as the desirable fea- 
tures we have come to the conclusion that in general both 
packs and baths are desirable forks of treatment. It has 
not been possible to determine conclusively the relative 
efficiency of packs and baths because there was seldom 
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a strict alternation of these treatments over given periods. 
In addition, the baths are sometimes not practicable when 
the patient is acutely ill. The physiological action of 
both is undoubtedly sedative and it can be stated un- 
equivocally that most of the patients prefer baths to 
packs. 

A great discrepancy was observed between the con- 
tent of the patient’s talk, particularly his protests against 
the packs, and their obvious soothing effect. Appar- 
ently the physiological reaction is the determining factor 
and this is usually effective regardless of the patient’s 
immediate subjective experiences. 

No constant relationships between the kind or de- 
gree of psychotic reaction and the effectiveness of the 
treatments was observed. Both packs and baths may be 
recommended for the reduction of psychomotor activity 
but they may be undesirable for patients who labor under 
emotional tension which might be relieved by a moderate 
amount of gross muscular activity. 

The continued use of packs may be contraindicated 
in cases of acute homosexual panic and particularly in 
some cases of catatonic excitement. In such cases the 
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struggles accentuate sadistic and masochistic tendencies 
and may actually contribute to a deterioration in habits, 

Whatever the kind or the stage of the illness may 
be, packs or baths should not be prescribed indiscrim. 
inately or in a routine manner. Each patient must be 
considered individually and the reactions to treatments 
must be continually studied. If this precaution is not 
taken both packs and baths may be positively harmful 
in their effects. 

Frequently supervision is necessary in order to elim. 
inate the suggestion of punishment through the improper 
administration of packs. An erroneous impression of 
the purpose of the pack may be avoided also by taking 
the precaution to have no obvious sequence between mis- 
behavior and packs. This may be facilitated by giving 
frequent explanations to the patients and by employing 
the pack routinely during more excited periods. 

Studies of this kind give us another glimpse into 
the complexity of the problems with which we must 
deal. We hope this investigation may lead to others 
which will increase our knowledge of therapeutic agents 
and make their application more scientific. 
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Kingman, Alice E., 1990 E. 116th St., Cleveland, Ohio. 

Koch, Ruby, Lakeside Hosp., Cleveland, Ohio. 

Kylin, Emmy, 2218 St. James Parkway, Cleveland, Ohio. 

Landis, Mrs. Eloise T., 11328 Euclid Ave., Cleveland, Ohio. 

Lyster, Beatrice I., 1859 East 97th St., Sta. E., Cleveland, Ohio. 

McClure, Margaret, 2215 Summit Ave., Toledo, Ohio. 

Matz, Tyra, 1518 S. Noble Rd, Cleveland Heights, Ohio. : 
Nelson, Doris, 302 South Side Ave., Gadsden, Alabama. = 
Stegkemper, Lois, Mount Sinai Hosp., Cleveland, Ohio. : 
Strauss, Clara, Children’s Hosp., Columbus, Ohio. ae 
Tjernstrom, Sigrid, 3265 East 147th St., Cleveland, Ohio. ere 
Wetterhuus, Anna, 2040 F. 93rd St., Cleveland, Ohio. 


District or CoLumMBIA 


Campbell, Fiedarika J., P. T. Dept., Walter Reed Hospital, 
Washingion, D. C. 
Carlquist, Flizabeth, Cordova Apt., 20th & Florida Ave, Wash- eae 
ington, LD. C. 
Castleman, Mary Lee, 1801 Eye St., N. W., Med. Bldg., Wash., 
Corcoran, Mrs. Dasie, 1640 Kalorama Rd., Washington, D. C. 
Donner, Mia, 1801 Eye St. N. W., Washington, D. C 
Gassin, Freda, Mrs., 2650 Wisconsin Ave., N. W., Washington, 
< 


Lippitt, Louisa C., 1601 13th St. N. W., Washington, D. C. 
McKee, Florence, U. 5. V. B. Hosp., 2650 Wisconsin Ave. N. W.., 
Washington, D. C. 
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Moore, _— M., Weightman School, 23rd & M Sts., Washing- 
ton, D. 
Perrott, Jennie, 1825 New Hampshire Ave., Windermere Apt., 
Washington, D. 
Sansbury, Laura, A. P., 1801 Eye St. N. W., Washington, D. C. 
— Mrs. Mary, "Room 202, 815 Conn. Ave., Washington, 
Cc 


Vogel, Emma, Walter Reed Hosp., Tacoma Park, D. C. 
bet wr Mrs. Iris L., 4550 Connecticut Ave. N. W., Washington, 


Wood, Mrs. John W., Linden, Virginia. 
MASSACHUSETTS 
Allis, Elsie, 69 Etau St., Springfield, Mass. 
Batten, Mrs. Helen, 37 Worcester St., Belmont, Mass. 
Brown, Miss Wilma, 475 Commonwealth Ave., Boston, Mass. 
Butcher, Mrs, Fredrikke, 416 Marlborough St., Boston, Mass. 
Eisenbrey, Clara M., c/o Louis Dutton, Manhasset, Long Island, 
N. Y. 
Farley, Alice F., Sherborn, Mass. 
Flagg, Clara S., 24 Gibbens St., Somerville, Mass. 
Frederickson, Anna Dorothy, 11 Chesley Rd., Newton Center, 


ass. 
Gillespie, M. Eleanor, 267 E. Market St., York, Pa. 
Goodwin, Edna L., 12 Fells Road, Wellesley, Mass. 
Greene, Constance, 53 Burpee Rd., Swampscott, Mass. 
Grover, Dorothy, 20 Larchmont St., Dorchester, Mass. 
Haagensen, Mary S., 6 Mount Pleasant Terrace, Roxbury, Mass. 
Halseth, Anna C., 364 Tappan St., Brookline, Mass. 
Holst, Camilla, 416 Marlborough St., Boston, Mass. 
Hopkins, Mrs. John R., 28 Otis St., Watertown, Mass. 
Joyce, Alma M., 269 Main St., Woburn, Mass. 
Kenney, Florence, 266 Brookline Ave., Boston, Mass. 
Klein, Esther Wilson, 32 Grove St., Natich, Mass. 
Knopping, Isabelle M., 623 Morton St., Mattapan, Mass. 
Leverone, Cecilia, 668 Washington St., Brighton, Mass. 


Marshall, Lucy, 520 Commonwealth Ave., Boston, Mass. 
Merrill, Janet B., 300 Longwood Ave., Boston, Mass. 


Monro, Edith, 483 Beacon St., Boston, Mass. 

Nichols, Mrs. Nina, 5 Washington Ave., Cambridge, Mass. 
Norton, Phyllis, Eliot Community Hosp., Keene, New Hamp. 
Peck, Mrs. Louis F., 1697 Cambridge St., Cambridge, Mass. 
Pierce, Susie L., 125 Park Drive, Beston, Mass. 

Richardson, Juanita M., Main St., Sherborn, Mass. 

Root, Dorothy, Westfield Ave., West Suffield, Conn. 
Sheahan, Alice, Worcester State Hospital, Worcester, Mass. 
Sherman, Elinor, 16°Alveston St., Jamaica Plains, Mass. 
Sullivan, Katherine, 136 Broadway, Taunton, Mass. 
Tourraine, John, 55% Congress St., St. Albans, Vt. 
Trainor. Mary E., 364 Tappan St., Brookline, Mass. 

Upton, Lucia, 62 A Walnut Park, Newton, Mass. 

Varnerin, Emma M., 47 Townsend St., Roxbury, Mass. 
Volland, Doris, 48 Bates Rd., Watertown, Mass. 

Ward, James B., McLean Hosp., Waverley, Mass. 
Withington, Mrs. Grace, 149 Magazine St., Cambridge, Mass. 
Young, Patience V., 275 Beacon St., Boston, Mass. 


MICHIGAN CHAPTER 

Adams, Emily, 9600 Dexter Blvd., Detroit, Mich. 

Arthur, Helen, 2020 Francis Ave. S. E., Grand Rapids, Mich. 

Bandeen, Alice, c/o Dr. Frank Curtis, 10 Peterboro St., Detroit, 
Mich. 

Beslock, John, 1509 Golden, Ann Arbor, Michigan. 

Castle, Mary G., University Hosp., Ann Arbor, Mich. 

Copeland, Laura, 815 Pine St., Huron, Mich. 

Creamer, Frances, 1337 David Whitney Bldg., Detroit, Mich. 

Cummins, Cecelia A., Children’s Hosp. of Michigan., 5224 St. 
Antoine St., Detroit, Mich. 

Daley, Mildred, 5004 Vacouver N. W., Detroit, Mich. 

Dinieus, Mrs, Edna S., 1337 David Whitney Blvd., Detroit, Mich. 

Favor, Mary, Sigma Gamma Convalescent Home, Ballard Road, 
Mt. Clemens, Michigan. 

Fromm, Marie L., 264 W. Woodland Ave., Ferndale, Mich. 

Good, Christine, 7401 Churchill St., Detroit, Mich. 

Graham, Norma, 51 Warren Ave. W., Detroit, Mich. 

Grant, Imogene, 5915 Horger, East Dearborn, Mich. 

Hallett, Ruth, Willard School, Highland Park, Mich. 

Hibbert, Ellen, 5224 S. Antoine St., Children’s Hosp., Detroit, 
Mich. 

Jacques, Leola, 125 Mary Day, Pontiac, Mich. 

Keith, Marcia T., Grace Hosp., Detroit, Mich. 

Kilbourne, Helen, Pox A, Ynsilanti, Mich. 

King, Helen, 10 Peterboro, Detroit, Mich. 

Mitts, Flora A., 327 Paris Ave., Grand Rapids, Mich. 

Mulcahy, Anna S., 1395 Madison St., Detroit, Mich. 

Myers, Martha L., 439 S. Franklin St., Crippled Children’s 
Assoc., Saginaw, Mich. 

Ringman, Bernice, 705 Emmet St., Ypsilanti, Mich. 
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Russell, Helen M., 204 Cass Ave., Mt. Clemens, Mich. 
Stanton, Mabei, 505 Saratoga, Detroit, Mich. 

Stickley, Hilda, 503 Troy St., Royal Oak, Mich. 

Stock, Leila, Oakman School, Detroit, Mich. 

Storey, Eliza, Harper Hosp., Detroit, Mich. 

Terry, Mr. Eselle, University of Michigan Hosp., Ann Arbor, 


ic 
Thompson, Mary D., 117 Cass Ave., Mt. Clemens, Mich. 


MINNESOTA CHAPTER 


Baetke, Dorothy, 2628 Portland Ave., Minneapolis, Minn. 
Becker, Barbara A., 751 E. 17th St., Minneapolis, Minn. 
Black, Laura M., Apt. 9, 2621 Pleasant Ave., Minneapolis, Minn, 
Blodgett, Bernice, 2638 S. Bryant, Minneapolis, Minn. 
Bohnsack, Marie, 702 ist Ave. S., Fargo, No. Dak. 

Brown, Corabelle J., 1943 Medical Arts Bldg., Minneapolis, Minn, 
Denny, Marian, 1003 Ivy St., St. Paul, Minn. 

Foss, Helen S., 342 Lowry Bldg., St. Paul, Minn. 

Fugina, Beatrice, Fargo Clinic, Fargo, N. D. 

Harrison, Elma, 3500 Logan Ave. N., Minneapolis, Minn. 
Hindman, Martha E., 342 Lowry Bldg., St. Paul, Minn. 
Isberg, Helen Meyers, 1721 E. Third St., Duluth, Minn. 
Kollman, Sara E., 2610 S. Fremont, Minneapolis, Minn. 
Mooney, Regina M., St. Mary’s Hosp., Duluth, Minn. 

Nobles, Isobel A., Hampshire Arms, Minneapolis, Minn. 
Schori, Georgia May, 2628 Portland Ave., Minneapolis, Minn. 
Smith, Olive, 1003 Ivy St., St. Paul, Minn. 


New Jersey CHAPTER 


Allen, Olive, 61 Cleveland St., Orange, N. J. 

Beck, Dorothea M., 69 Orange Road, Montclair, N. J. 

Courter, Grace C., 389 Clifton Ave., Newark, N. J. 

Edmonds, Mrs. Emily F., 1060 Broad St., Newark, N. J., c/o 
N. J. State Dept. of Labor. 

Fair, Marguerite, Presbyterian Hosp., Newark, N. J. 

Leg oe Elizabeth, 45 Church St., Montclair, N. J. 

Griffin, Emily J.. Monmouth Memorial Hosp., Long Branch, N. J. 

Henderson, Elizabeth, 35 Courter Ave., Maplewood, N. J. 

Kelland, Mrs. Mary Lou, 18 N. 20th St., East Orange, N. J. 

Klem, Thomas, 182 Jefferson St., Perth Amboy, N. J. 

=? Marjorie, Monmouth Memorial Hosp., Long Branch, 


North, Janet, 685 High St., St. Barnabas Hosp., Newark, N. J. 
Rathbone, Josephine, 332 Montclair Ave., Newark 
Reilly, Genevieve, 55 Grove Ave., Verona, N. 

Smith, Jean H., 5 Berkeley Heights Pk., Bloomfield, New Jersey. 
Tuzo, Mrs. Ruth, 1224 Putman Ave., Plainfield, N. J. 
Williams, Dorothy, 67 N. 9th St., Newark, N. J. 


New York CHAPTER 
Aden, Margit, 129 E. 10th St., New York City. 
Anderson, Lilly M., 425 E. 86th St., New York City. 
Annerstedt, Mrs. Ragnhild, 29 5th Ave., New York City. 
Assarsan, Willy, 425 E. 86th St.. New York City. 
Bennett, Mabel J., Apt. 35, 1350 Madison Ave., New York City. 


Blech, Mrs. Irene B., 3307 83rd St., Jackson Heights, Long 
Island, N. Y. 

Brunnstrom, 321 E. 42d St., New York City. 

Buckingham, Doris, 104 W. 73rd St., New York City. 

Campbell, Carrie, 

Cover, Mary Adele, Hotel Paris, New York City. 

Dunne, Carolyn, Mary Immaculate Hosp., 152-11 89th Ave, 


_Jamaica, N. Y. 
Elmiger, Ginetta, Zinggenthorstrasse 2, Lucerne, Switzerland. 
Farley, Mrs. Emma C., 455 London Terrace, West 23rd St., New 


York City. 
Finley, Lila E., 555 W. 170th St.. New York City. 
Hansen, Mrs. Edith, 155 W. 94th St., New York City. 
Hanson, Anna, 1226 Sherman Ave., Bronx, New York City. 
Hibbler, Mary E., 345 FE. 68th St., New York City. 
Jones, Marion J., 77 Union St., Rahway, N. J. 
King, Kathleen, 722 W. 168th St., New York City. 
Kolpack, Harry, Tower St., Huntington, N. Y. 
Larson, Geraldine, 205 Grand St., Newburgh, N. Y. 
McCarthy, Ardis, 52 W. 91st St., New York City. 
McClintock, Ruth, 100 Walworth Ave., Scarsdale, N. Y. 
Merwin, Florence, 427 W. 51st St., New York City. 
Orlova, Nadine, Grassland Hosp., Valhalla, N. Y. 
Paulitsch, Gladys, 51 Park St., Montclair, N. J. 
Randle, Gertrude, 116 Vanderbilt Ave., Staten Island, N. Y 
Regan, Helen, 41 Park Terrace, New York City. 
Savage, Dorothy D., Shore Acres, Mamaroneck, N. Y. 
Schrampf, Emma, 22 E. 69th St., New York City. 
Scribner, Fay A., 86th St. at 5th Ave., New York City. 
Seastrand, Olga, 200 E. 16th St., New York City. 
Solley, Mr. Alpha, 57 W. 57th St., New York City. 


Taylor, Mrs. Eunice, 1097 Walton Ave., New York City. 
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Tees, Geo. W., Veteran’s Administration Hosp., Northport, 


Visel, Viola M., 132 E. 45th St., New York City. 
NorRTHERN CALIFORNIA CHAPTER 


Aust, Ruth, University of California Hosp., San Francisco, Calif, 
nied, Charlotte, Room 1535, 450 Sutter Bldg., San Francisco, 
alif. 

Benson, Grace, University of Calif. Hosp., San Francisco, Calif. 

Burrell, Florence C., 230 Grand Ave., Oakland, Calif. 

Cage, Mrs. Lula E., U. S. Marine Hosp:, San Francisco, Calif. 

Carr, Margaret C., U. S. Veteran’s Hosp., Livermore, Calif. 

Cornely, Miss P. A., 343 Castenada Ave., San Francisco, Calif. 

Craig, Marian, 2721 Belrose Ave., Berkeley, Calif. 

Darrow, Mrs. May G., 2229 Blake St., Berkeley, Calif. 

Frohlich, Ann, 1162 Dolores St., San Francisco, Calif. 

Furscott, Hazel E., 219 Fitzhugh Bldg., San Francisco, Calif. 

Hart, Lorraine, 335 Basset Ave., Petaluma, Calif. 

Hoak, Hazel, St. Mary’s Hosp., San Francisco, Calif. 

Hobbie, Elizabeth, 1302 Taylor St., San Francisco, Calif, 

Johnson, Ethel, 490 Post St., San Francisco, Calif. 

Jones, Mrs. Signe, 1900 109th Ave., Oakland, Calif. 

King, Nelda, 3701 Maple Avenue, Dallas, Texas. 

Landon, Helen F., 2101 Sacramento St., San Francisco, Calif. 

O'Brien, Geo. S., 201 Medico Dental Bldg., San Jose, Calif. 

Palmer, Mrs. Martha, St. Lukes Hosp., San Francisco, Calif. 

Rader, Beaulah S., Box 131, Montara, Calif. 

Stevenson, Margaret, 177 Post St., San Francisco, Calif. 

Tuggle, Julia, 2880 Jackson, San Francisco, Calif. 

Wallace, Catherine M., 315 South 9th St, San Jose, Calif. 

Worthingham, Catherine, 340 S. i6th St., San Jose, Calif. 
PENNSYLVANIA CHAPTER 

Abbott, Blanche, Apt. 101, 13th & Nedro Sts., Philadelphia, Pa. 

Ackley, Mr. Meredith N., 2993 Atlanta Rd., Camden, N. J. 

~_. E. Joan, c/o Mrs. Chas. Henry, Chestnut Hill, Phila., 

enn. 

Baker, Hilda, Bellevue Ave., Langhorne, Pa. 

Bryant, Marion, c/o Dr. J. A. Brooks, 1431 Spruce St., Phila., Pa. 

Buchanon, George, 246 E. Hanover St., Trenton, N. J. 

Buffington, Elisabeth, 4717 Penn. St., Frankford, Phila., Pa. 

Burkholder, Susan G., 13 N. Milbourne Rd., Ventor, N. J. 

3urns, Dorothy, 232 W. Montgomery Ave., Aydmore, Pa. 

Campbell, S. Paul, 5229 Haverford Ave., Philadelphia, Pa. 

Canivan, Charles C., 14 Kenneth St., Hartford, Conn. 

Clement, Alice F., 6635 McCallum St., Germantown, Pa. 

Cochran, Lucille, Sunny Hill, Leetsdale, Pa. 

Cumminskey, Mrs. Katherine, 713 S. 52nd St., Phila., Pa. 

deVerelle, Mr. Treth, 269 S. 17th St., Phila., Pa. 

Eden, Mrs. A. M., 3260 N. 17th St., Phila., Pa. 

Elsasser, Barbara, 3629 York Rd., Philadelphia, Pa. 

Franz, Ruth A., Sun & Diet Sanatorium, East Aurora, N. Y. 

Fronapfel, Anna, Southside Hosp., Pittsburg, Pa. 

Golubnitchy, Lena M., 414 Cooper St., Camden, N. J. 

Gowenius, Tyra, 520 Hansel Rd., Penn. Valley, Narberth, Pa. 

Gray, Kathryn H., 1122 Allengrove St., Phila., Pa. 

Gruber, Barbara, 707 Roosevelt Blvd., Phila., Pa. 

Hager, Anna D., W. Jersey Homeopathic Hosp., Camden, N. J. 

Hahn, Hannah L., 150 North 6th St., Reading, Penn. 

Henshaw, Samuel, 11 S. 21st St., Philadelphia, Pa. 

Holmes, David, 111 N. 49th St., Philadelphia, Pa. 

Jetter, Louise, 17 E. Stiles Ave., Collingswood, N. J. 

Keffer, Lidie, 247 S. Juniper St., Phila., Pa. 

Kite, Anna A., 5501 Greene St., Germantown, Phila., Pa. 

Kressley, Mr. Nevin R., 111 N. 49th St., Philadelphia, Pa. 

Landon, Agnes, 1307 Spruce St., Apt. E., Phila., Pa. 

larzalere, Blanche M., 2015 Green St., Phila., Pa. 

Lovdahl, Dorothy E., Sunny Hill, Leetsdale, Pa. 

Dundh, Anna, 257 S. 16th St., Philadelphia, Pa. 

Lynn, Eleanor, 4301 Chestnut St., Phila., Pa. 

Marks, Kenneth D., 94 West Main St., Doyletown, Pa. 

Marvel, Sarah, 7003 Green St., Mt. Airy, Phila., Pa. 

Meyer, Mrs. Ida K., 215 W. Walnut Lane, Germantown, Pa. 

Moyer, Lillian, 216 N. St. George St., Allentown, Pa. 

Richardson, Mrs. Anna S., 6104 Nassau St., Phila., Pa. 

Rockhill, Mary E., 754 Wright Ave., Camden, N. J. 

Roeschen, Katheryn, 3701 N. Broad St., Phila., Pa. 

Rumpp, Mary S., 1913 Mt. Vernon St., Phila., Pa. 

Schwarz, William, 110 Retreat Ave., Hartford, Conn. 

Shermer, Wallace H., P. O. Box 1501, Asheville, N. C. 


Simcox, Mrs. Marguerite G., 112 E. Providence Rd., Clifton Hts., 


P. O., Aldan, Pa. 


Sinn, Blanche B., 112 E. Providence Rd., Clifton Hts. P. O., 


Aldan, Pa. 
Smith, Adelaide, 6505 N. 6th St., Oak Lane, Phila., Pa. 
Snavely, Dorothy E., 13th & Nedro Sts., Phila., Pa. 
Snow, Martha, 5911 Bingham St., Phila., Pa. 
Walton, Ruth A., 55 N. Old York Rd., Hatboro, Pa. 
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Wenz, Theodora, 520 Hensel Rd., Montgomery Ct., Narberth, 


Pa. 
West, Elisha S., 4401 Market St., Phila., Pa. 
Windle, Lucy, 1726 Spruce St., Phila., Pa. 
Wittlief, Sophia, 1147 Galena Blvd., Aurora, III. 
Wright, Jessie, Sunny Hill, Leetsdale, Penn. 
Zimmer, Mrs. Lucille, 227 N. 17th St., Phila., Pa. 


Ruope IsLAND CHAPTER 


Babcock, Helen, 32 Wesleyan Ave., Providence, R. I. 
Hislop, Dorothy, 99 Thayer St., Providence, R. I. 
Peters, Ellen, 4 Lockwood St., Providence, R. I. 
Scott, Jean, 99 Thayer St., Providence, R. I. 
Wirsching, Bessie, Box 34, Wickford, R. I. 


SouTHERN CALIFORNIA CHAPTER 


Andrews, Margaret, 3610 W. 17th St., Los Angeles, Calif. 
Arnold, Grace E., P.. T. Dept., Main Hosp., National Military 
Home, Calif. 
Baertsch, Cora, 203514 Vista del Mar, Hollywood, Calif. 
Bier, Kathryn S., 500 Bellmore Way, Pasadena, Calif. 
Blake, Margaret, 611 S. Bonnie Brae, Los Angeles, California. 
Boxeth, Mathea A., 449 N. Madison Ave., Pasadena, Calif. 
Broderick, Phyllis H., 119 Dale St., Waltham, Mass. 
Broemser, Mrs. Berenice, 661 N. Kenmore, Los Angeles, Calif. 
Brown, Jefferson, Termino Ave., at State St., Long Beach, Calif. 
— Margaret C., 1269 N. Vermont Ave., Los Angeles, 
alif. 
Busck, Gerda, 5128 Cavanaugh Rd., Los Angeles, Calif. 
Cameron, Mrs. Dorothy, 1129 Shenandoah, Los Angeles, Calif. 
Colby, Mrs. Sarah, 932 N. Curson Ave., Los Angeles, Calif. 
Dennis, Vera E., Children’s Hosp., Los Angeles, Calif. 
Dooley, Leita H., 220 N. Almont Dr., Beverly Hills, Calif. 
Dunn, Ruth E., 833 6th St., Eureka, Calif. 
— Mrs. Mildred L., 1229 N. Mansfield, Los Angeles, 
Calif, 
George, Fay, 614 Westlake Professional Bldg., Los Angeles, 
Calif. 
Graham, Lily H., Children’s Hosp., Los Angeles, Calif. 
Grunewald, Lucille R., 4411 Mar Vista Ave., Pasadena, Calif. 
Hansen, Ann, 508 S. Serrano Ave., Los Angeles, Calif. 
Hansen, Emma, 1100 Mission Rd., Los Angeles, Calif. 
Hauser, Lena, 915 A Manhattan Ave., Hermos Beach, Calif. 
Henderson, Stella M., 1415 N. Berendo St., Los Angeles, Calif. 
Kirkley, Florence, 432 S. Serrano Ave., Los Angeles, Calif. 
Kish, Mabel, 378 Clark St., Fresno, Calif. 
McDonald, Mary V., 1214 Leavenworth St., San Francisco, Calif. 
McNatt, Hazel, 1441 Corson St., Pasadena, Calif. 
Neff, Mrs. Gladdes B., Termino at State St., Long Beach, Calif. 
Noonan, Marion C., 2327 West 25th St., Los Angeles, Calif. 
Nystrom, Mrs. Elvira T., 7205 Franklin Ave., Hollywood, Calif. 
Olsson, Mollie, 4436 Prospect Ave., Los Angeles, Calif. 
Patterson, Luella Ely, Cottage Hosp., Santa Barbara, Calif. 
Paull, Helen G., 2417 S. Hope St., Los Angeles, Calif. 
Perrault, Josephine, Olive View Sanatorium, Olive View, Calif. 
Peterson, Frieda, 260 Thesta St., Fresno, Calif. 
Pike, Esther M., National Military Home, Calif. 
Roberts, Mrs. Rhoda E., 4626 Oregon St., San Diego, Calif. 
Roen, Susan G., 2417 S. Hope St., Los Angeles, Calif. 
Roether, Mrs. Annabelle, 1913 Wilshire Blvd., Los Angeles, 
Calif. 
Rominger, Susie G., 3441 Rosemary St., Glendale, Calif. 
Russell, Vera, 2400 S. Flower, Los Angeles, Calif. 
Ryder, Mrs. Frances, 746 S. Lake St., Los Angeles, Calif. 
Sankey, Cleora, 505 E. California St., Pasadena, Calif. 
Sergel, Mrs. Ada L., 2270 Cheremoya Ave., Hollywood, Calif. 
Schmidt, Bertha B., Olive View, Calif. 
Schwalm, Mabelle, 4161 Russell Ave., Los Angeles, Calif. 
Scott, Katharine A., 103 E. Micheltorena St., Santa Barbara, 
Calif. 
Thuresson, Ingar, Soldier’s Home, Sawtelle, Calif. 
Tillotson, Grace, Olive View Sanitarium, Olive View, Calif. 
Tuthill, Barbara B., 7302 Hollywood Blvd., Hollywood, Calif. 
Valley, Lily, 2405 Crenshaw Blvd., Los Angeles, Calif. 
White, Antoinettet, Huntington Hotel, Pasadena, Calif. 
Williams, Grace L., 1522 Rodney Dr., Hollywood, Calif. 
Texas CHAPTER 
Lang, Irene Mae, 2625 Carter, Fort Worth, Texas. 
Moreland, John E., Miss, 608 S. Beckley Ave., Dallas, Texas. 
Schwait, Joseph M., Baylor Hospital, 3301 Junius St., Dallas, 
Texas. 
Van Tassel, Miriam, Beverly Hills Sanitarium, Dallas, Texas. 
WASHINGTON CHAPTER 
Babb, Ruth C., Tacoma General Hosp., Tacoma, Wash. 
ae Mary Lou, U. 5S. Marine Hosp., P. T., Dept., Seattle, 
ash. 
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Brask, Gudrun, 929 Medical Bldg., Seattle, Wash. 

Button, Julia A., U. S. Veteran’s Bureau, Seattle, Wash. 
Child, Elsie T., 1603-04 Medical Dental Bldg., Seattle, Wash. 
Hughes, Ellen, King Co. Hosp., Georgetown, Wash. 

Irvine, Marguerite 1., 1011 Summit Ave., Seattle, Wash. 
Jones, Elizabeth, 1506 35th St., Seattle, Wash. 

Jorde, Borghild, Swedish Hosp., Seattle, Wash. 

Nylander, Dorothea, 622 Broadway, Seattle, Wash. 

Rice, Betty A., Orthopedic Hosp., Seattle, Wash. 

Romary, Laura S., 430 Medical Arts, Seattle, Wash. 

Rynning, Karen, 507 Medical Arts Bldg. Tacoma, Wash. 
Snook, Mrs. Mary E., P. O. Box 309, Sedro Wooley, Wash. 
West, F lorence A., 204 N. Tacoma Ave., Tacoma, Wash. 
Woodcock, Beatrice, Children’s Orthopedic Hosp., Seattle, Wash. 


WESTERN NEw YorK CHAPTER 


Cable, Orpah E., The Stuyvesant, Buffalo, N. Y. 

Davis, Marion R., Strong, Memorial Hosp., Rochester, N. Y. 
Fowler, Adelaide, 87 Lockwood, Buffalo, N. 

Gorsline, May, 89 Brunswick St., Rochester, N. Y. 

Hoff, Helen L. B., 6 Werner Park, Rochester, eS A 
Knight, Winifred F., 1035 Harvard St., Rochester, N. Y. 
Musgrove, Earnscliffe, Millard Fillmore Hosp., Buffalo, N. Y. 
Nesbitt, Mary E., Rochester General Hosp., Rochester, N. Y. 
Olsen, Esther L., 424 Pine Ave., Niagara Falls, N. Y. 
Perkins, E. Polly, Millard Fillmore Hosp., Buffalo, N. Y. 
Rapin, Ida M., 1165 Delaware Ave., Buffalo, N. Y. 
Sara, Hannah "May, Ellis Hospital, Schenectady, N. Y. 
Shaw, Grace E., Hotel Lennox, Buffalo, N. Y. 

Shone, Maude, 43 Gregory St., Rochester, N. Y. 
Short, Fanny x 119 North St., Regis Dr., Rochester, N. Y. 
Whiting, Helen, 84 Ashland Ave., Buffalo, N. Y. 

Zernow, Leila R., 501 Professional Bldg., Rochester, N. wine 


WISCONSIN CHAPTER 


Bartlett, Gertrude, 1628 N. Franklin Pl., Milwaukee, Wisc. 

Blair, Lucy E., 1024 E, Ogden Ave., Milwaukee, Wisc. 

Borwell, Laura B., 616 N, Lake St., Madison, Wisc. 

Clarke, Catherine, Westlawn, lowa City, lowa. 

Courtney, Evangeline, McKinley School, West Allis, Wisc. 

Culver, Gladys M., 3701 Maple Ave., Dallas, Texas. 

Davis, Mabel A., 119 Lake St., Eau Claire, Wisc. 

Deal, Susanna P., 18 Haw thorne Ave., Troy, N. Y. 

Dillon, Mrs. Almar, 1932 E. Kenilworth Pl., Milwaukee, Wisc. 

Elson, Mildred, 1024 E. Ogden Ave., Milwaukee, Wisc. 

Greer, Goldie, 913 E. Kilbourn Ave., Milwaukee, Wisc. 

Grimm, Elizabeth, Children’s Hosp., Farmington, Mich. 

Hansman, Dorothy H., Shriner’s Hospital for Crippled Children, 
St. Louis, Mo. 

Henry, Fae A., 814 N. 6th St., Sheboygan, Wisc. 

Holt, Louise, Washburn School, La Crosse, Wisc. 

Jones, Elizabeth M., 1628 N. Franklin Pl., Milwaukee, Wisc. 

Lewis, Martha, 125 N. 5th St., Madison, Wisc. 

Madison, Bertha, 942 N. Jackson Ave., Milwaukee, Wisc. 

Miles, Meryl M., 510 Virginia Terrace, Madison, Wisc. 

Miller, Hattie, 3264 N. 24th Pl., Milwaukee, Wisc. 

Mitchell, Lois M., 211 S. Rankin St., Appleton, Wisc. 

Morrison, Lawrence W. (Mrs.), 95 Christopher St., New York 
City. 

Phenix, Florence, 522 North Pinckney St., Madison, Wisc. 

Rhode, Mary Beulah, 519 Gist St., Kenosha, Wisc. 

Schneider, Helen, 621 N. Francis St., Madison, Wisc. 

Smith, Ethel, 1536 W. Wisconsin Ave., Milwaukee, Wisc. 

Tretow, Elsie, 3940 N. 11th St., Milwaukee, Wisc. 

Wickliffe, August, 2612 N. 55th St., Milwaukee, Wisc. 

Wright, Alfaretta, 612 N. 15th St., Milwaukee, Wisc. 


JuNIon MEMBERS 


Ashbaugh, Helen S., 1269 N. Vermont 1 Aa Hollywood, Calif. 
Bars, Doris, 487 Niagara St., Buffalo, N. Y. 
Bauerman, Carolyn, 112 S. Lincoln St. Elkhorn, Wisc. 
—— Ethel, 612 Cambridge Bivd., E. Grand Rapids, 
Dane Louise, 51 Lawn Ave., Middletown, Conn. 
Christensen, Inez, 210 S. Rankin a. Appleton, Wisc. 
— Helen, ‘Canterbury Hotel, Sutter St., San Francisco, 
ali 
Couper, Elizabeth, Walter Reed Hosp., Washington, D. C. 
Dalrymple, Dorothy, 450834 De Longpre, Hollywood, Calif. 
DeLancy, Sister Mary Flora, 2537 Prairie Ave., Chicago, III. 
Eggler, Marilla J., 334 W. Main St., Madison, Wisc. 
Foster, Marjorie, 33 Troy St., Lowell, Mass. 
Fought, Floyd, Halifax District Hosp., Daytona Beach, Fla. 
Graves, Dorothy Alice, 46034 De Longpre Ave., Hollywood, 
Calif. 
Grey, Miss Joe Hannah, 3200 Princeton Ave., Dallas, Texas. 
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Grunsky, Eugenia, 1405 N. Commerce St., Stockton, Calif, 
Hamblet, Katherine G., 401 Bay State Bldg. Lawrence, Mass, 
Hausen, "Eline, 5433 Carlton St., Oakland, Calif. 

Hausen, Gunhild, Peratta Hosp., Oakland, Calif. 

Jack, Eleanor, 3/9 Austin St., West Newton, Mass. 
Johnson, Margaret, St. Luke’s Hosp., Marquette, Mich. 
Kirkendall, Margaret, 6311 Greenwood Ave., Chicago, Ill, 
Lindeman, Charlotte, 3825 56th St., W oodside, Long Island, N, y 
Louis, Babette I., 5142 Kimbark Ave., Chicago, II. 

Luikart, Theoda, Rainbow Hospital, South Euclid, Cleveland, 


io. 

Lurensky, Sadye, 16 Angell St., Dorchester, Mass. 

Mac Dougahl, Frances, 325 S. Ashland, Chicago, Ill. 

Nelson, Harriet B., 207 Puritan Apts., Louisville, Ky. 

Neu, Lillian, 275 S. 12th St. Newark, N. J. 

Neuhaus, Mrs. Max, 73 A Garden St., Poughkeepsie, N. Y, 

Parks, Wilma, Bellflower, Ill. 

Phillips, Loretta a Mayo Clinic, Rochester, Minn. 

Randall, Virginia D., 167 Washington St., Hartford, Conn, 

Rankin, Lois G., The Desert Sanatorium, Tucson, Ariz. 

Reedy, Mary Ellen, 4001 N. Prospect Ave., Milwaukee, Wisc. 

Richards, Mary Lee, 1220 N. Providencia, Burbank, Calif, 

Richards, Mrs. P. G., 205 Hansbury Ave., Newark, N. J. 

Roeder, Louise, 111 Lockwood Ave., New Rochelle, N. Y. 

Ruch, Mary E., 321 E. 42nd St., New York City. 

Saki, Teresa, 942 N. Jackson St., Milwaukee, Wisc. 

Schaack, Elizabeth, 44 Center St., Gowanda, N. Y. 

Schrider, Esther, 100 Crockett St., Seattle, Wash. 

Seybold, Sarah R., 2 Cannon St., ‘Poughkeepsie, N. Y. 

Shaw, Marcia, 31 Longwood Ave., Brookline, Mass. 

Singleton, Mary, Watts Hosp., Durham, a 

Seltz, Belle, 2504 Napoleon Ave., New Orleans, La. 

Stevens, Beatrice, 1803 Valentine Ave., Cleveland, Ohio. 

Stewart, Marjorie, Mayo Clinic, Rochester, Minn. 

Stutz, wal Marie B., 1711 New York Ave. N. W., Washing- 
ton, 


Underwood, Elizabeth L., 20 Prospect St., New London, Conn, 
Wagner, Maysel E., Vanderbilt University Hosp., Nashville, 
Tenn. 


W. ay, oe Q., Harry-Anna Crippled Children’s Home, Uma- 
tilla 

Weeks, Clarissa, 2826 Porter Ave., Wichita, Kansas. 

Weigele, Clara M., Hillsview Farms Sanitarium, Wash., Pa 

Wells, Margaret C., Marcola, Oregon. 

Wilson, Gladys, 2905 Maple Ave., Dallas, Texas. 

Winter, Ruth, 100 Parsons St., Detroit, Mich. 


ASSOCIATE MEMBERS 


Barnes, Dr. John M., 80 Fordham Dr., Buffalo, N. Y. 
Jehneman, Dr., H. M. F., 384 Post St., San Francisco. 

Brainard, Dr. C. W., 1407 Security Natl. Bank Bldg., Battle 
Creek, Mich. 

Clarke, Fred B., Dr., Professional Bldg. 


, Long Beach, Calif. 
Fitch, Dr. Ralph R., Room 300, 315 
N.Y 


Alexander St., Rochester, 


George, Dr. Ella Mary, 321 E. 15th St.. New York City. 

Happ, Dr. Wm. M., Pacific Mutual Bldg., Los Angeles, Calif. 

Henderson, Dr. Melvin, 801 Ninth Ave., S. W., Rochester, Minn. 

Hibben, Dr. John S., 506 First Trust Bldg., Pasadena. 

Holmquist, Dr. Harold J., 826 N. Elmwood Ave., Oak Park, Ill. 

King, Dr. Cora Smith, Hollywood Hosp., Hollywood, Calif. 

Lowman, Dr. Charles L., 2400 S. Flower St., Los Angeles, Calif. 

McKibben, Dr. Paul S., University of Southern California, Los 
Angeles, Calif. 

Martin, Dr. George G., City Hosp., Buffalo, N. Y. 

Moore, Dr. Howard, 520 Beacon St., Boston, Mass. 

Orr, Dr. H. W., 307 Sharp Bldg., Lincoln, Nebr. 

Plummer, Dr. W. W., 89 Bryant St., Buffal., N. Y. 

Potts, Dr. Frank N., 89 Bryant St., Buffalo, N. Y. 

Schley, Dr. H. M., 610 Potomac Ave., Buffalo, N. Y. 

Schwartz, Dr. R. Plato, Strong Memorial Hosp., Rochester, 


N. Y. 
Steindler, Dr. Arthur, University Hosp., Iowa City, Iowa. 
Titus, Dr. Norman E., 730 Fifth Ave., Room 2207, New York 
City. 
Warren, Dr. 


N. Y. 
HoNnorARY MEMBERS 

Brackett, Dr. Edwin G., 166 Newbury St., Boston, Mass. 
Carlson, Dr. Elmer, 741 Medical Arts Bldg., Portland, Ore. 
Corbusier, Dr. H. D., 614 Part Ave., Plainfield, N. J. 
Coulter, Dr. J. S., 122 S. Michigan Ave., Chicago, Ill. 
Foley, Edna L., 8 W. Oak St., Chicago, IIl 
Goldthwaite, Dr. Joel E., 372 Marlboro St., 
Smith, Mrs. H. T., 3396 "Stuyvesant PL., 


Stafford L., Strong Memorial Hosp., Rochester, 


Boston, Mass. 
Washington, 


Wilbur, Dr. Ray Lyman, Stanford University, Palo Alto, Calif. 
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Book Reviews 


BENJAMIN RUSH, PHYSICIAN AND CITI- 
ZEN, by Nathan G. Goodman. Cloth. Pp. 421 with 8 
illustrations. Price, $4.00. Philadelphia. University 
of Penna. Press, 1934. 


This is the biography of a man whu was undecubt- 
edly the most conspicuous character in the medical pro- 
fession in eighteenth century, America. He was the 
only physician to sign the Declaration of Independence, 
and was the first in this country to do many valuable 
things. His record includes, the first American psy- 
chiatrist, founder of the first free dispensary, founder 
of the College of Physicians in Philadelphia, the first 
formal professor of chemistry, author of the first chem- 
istry textbook and the first book on mental diseases. 

His life is of great interest to those interested in 
physical therapy as he was the earliest advocate in this 
country for the use of exercise, hydrotherapy and oc- 
cupational therapy. In 1772 writing in a period in 
which little attention was given to the need of exercise 
in daily life, Rush claimed that exercise is necessary to 
preserve not only one’s physical health but also one’s 
mental vigor. 

His work must be judged according to the status of 
medicine in the latter part of the eighteenth century. 
It is remarkable that he was able to diagnose a condi- 
tion as the “pretubercular” state for the stethoscope 
had not been invented. In these cases Rush used exer- 
cise on horseback in good weather after the reduction 
of the pulse and the cessation of inflammatory symp- 
toms. The cold bath was also used by him with ad- 
vantage after the inflammatory stage of the disorder 
had passed. In 1802 in a lecture on “Construction and 
Management of Hospitals” Rush said every hospital 
should provide space for a gymnasium and a sun porch. 

This book should interest everyone in the physical 
therapy field, as it gives a well rounded portrait of this 
great American physician who was the first in America 
to advocate the use of many physical agents in the treat- 
ment of the sick. S. Weir Mitchell, another pioneer 
in physical therapy as well as an eminent physician and 
litterateur, in 1807 called Rush “the greatest physician 
this country has produced.” 


BODY MECHANICS IN THE STUDY AND 
TREATMENT OF DISEASE, by Joel E. Goldthwait, 
M.D., L.L.D., Member of Board of Consultants, Massa- 
chusetts General Hospital; Ex-President of American 
Orthopedic Association; Organizer and First Chief of 
Orthopedic Service, Massachusetts General Hospital; 
Lloyd T. Brown, M.D., Instructor, Orthopedic Surgery, 
Harvard Medical School; Loring T. Swaim, M.D., In- 
structor, Orthopedic Surgery, Harvard Medical School; 
and John G. Kuhns, M.D., Assistant in Orthopedic 
Surgery Harvard Medical School. Cloth. Pp. 281, 99 
illustrations. Price, $4.00. .Publishers, J. B. Lippin- 
cott Company, Philadelphia, London, Montreal. 


The authors deplore the fact that the physician of 
today is interested only in the acute part of disease 
and healing, and fails to understand the basic principle 
upon which complete recovery of long time diseases is 
to be accomplished. 

Careful study of the anatomical structure of in- 
dividuals afflicted with chronic types of disease has shown 
that most of those afflicted are not of the text-book struc- 
ture. If varying anatomic features are recognized it be- 


comes evident that the position of special organs of the 
body would vary, and that position would be of import- 
ance in the consideration of function. This study of the 
mechanics of all parts of the human body, bones, joints, 
muscles, viscera and nerves is known as Body Me- 
chanics. It is shown that faulty Body Mechanics is 
always associated with poor health. 

Variations of the bones of the spine and chest and 
the effect that such differences have on the general poise 
and balance of the body with consequent impairment 
are very interestingly explained. 

In the following couple of chapters, various an- 
atomical types are discussed, the so-called normal (the 
text-book type), the slender type, the heavy. It is 
shown that the normal posture habit of the three types 
differ as well as do the physiological processes; as the 
susceptibility to disease in the three types; and as the 
pathologic changes most commonly found. Accordingly 
there can not be what is called “normal” posture which 
is normal to all individuals. It is shown to be an in- 
dividual matter. 

The next portion of the book deals with analyses 
of the underlying faulty body mechanics found in back- 
ache, the various arthridites, diseases of the abdominal 
viscera, of the circulatory system and of the nervous 
system, such as the atrophies and dystrophies. 

A program for the treatment of many such chronic 
disorders is given quite in detail. After consideration 
of the general aspects, the technic of treatment, of mus- 
cle re-education and the reasons for such special ex- 
ercises are fully explained, and the application shown 
by means of many illustrative cases. 

The book also contains a valuable bibliography of 
over three hundred references to medical literature. 

Although the book is written primarily for the phy- 
sician, it is a valuable aid to the physical therapist in 
understanding the anatomical and physiological variations 
as presented by many chronic patients and the physiolog- 
ical changes due to mechanics of these structural varia- 
tions. 


THE SPASTIC CHILD, by Marguerite K. 
Fischel. Cloth. Price, $1,50. Pp. 97 with illustra- 
tions. St. Louis. The C. V. Mosby Company, 1934. 


Sir Robert Jones once said: “Catch the cripple 
early, and give him prompt and prolonged treatment ; 
effective home supervision and after care; education; 
vocational training and adjustment to society.” This 
volume illustrates how one mother observed these in- 
structions in the treatment of her spastic child. 

Every physical therapy technician interested in this 
subject will find this volume instructive, and of value 
to the mother caring for a spastic child. It is a valua- 
ble contribution to the treatment of spastic paraplegia 
as it contains the manifold particulars of the therapy 
of Little’s disease. 


A TEXTBOOK OF ORTHOPEDIC SURGERY 
FOR NURSES, by Philip Lewin, M.D., F.A.C.S., As- 
sociate Professor of Orthopedic Surgery, Northwestern 
University Medical School; Attending Orthopedic Sur- 
geon, Michael Reese and Cook County Hospitals; Pro- 
fessor of Orthopedic Surgery, Cook County Graduate 
Medical School; Lecturer to Nurses of Cook County 
School of Nursing; Lecturer to Nurses at Michael Reese 
Hospital, Chicago. 389 pages with illustrations. Sec- 
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London. 


Cloth. Price, $3.25. Philadelphia and 
W. B. Saunders Company, 1934. 


This is an excellent textbook of orthopedic surgery 
not only for nurses, but for physical therapy technicians. 
Written by one of America’s foremost orthopedic sur- 
geons, it gives in simple style the principles for the care 
of orthopedic cases that are essential. Every physical 
therapy technician should thoroughly understand the 
principles of the care of an orthopedic patient. In the 
average hospital physical therapy department the ma- 
jority of the cases under treatment are in the classes 
of diseases considered in this volume. 

The final result in the treatment of an orthopedic 
patient is dependent on the surgeon, the nurse and the 
physical therapy technician. Each one must know what 


HARVARD MEDICAL SCHOOL, COURSES FOR GRADUATES 
PHYSIOTHERAPY (9 Months) 


HARVARD MEDICAL SCHOOL, CHILDREN'S HOSPITAL AND ALLIED INSTITUTIONS 
Beginning Sept. 16, 


Given by Miss Janet B. Merrill, Director of the Physiotherapy Department of the Children's Hospital; 
and the Orthopaedic Staff of the Children's Hospital. 


Subjects included in the course: 


Anatomy Instruction on the Cadaver, and Functional Anatomy. 


Surgical Observation. 


Treatment of Orthopaedic and Neurological Conditions such as 


Infantile paralysis 
Fractures 

Industrial accidents 
Arthritis 


Theory and Clinical Practice 
Muscle training 
Massage 
Corrective exercises 


Experience is given, under close supervision, in the wards and outpatient clinics of 
the Children's Hospital, the Harvard Infantile Paralysis Commission Clinic, adult 
clinics of the Massachusetts General and Cambridge Hospitals, the Industrial School 
for Crippled and Deformed Children, and at other affiliated hospitals. 


An official statement will be granted to those who complete the course satisfactorily. 
By previous arrangement, credit toward the degree of Master of Education may be 
obtained from the Graduate School of Education in Cambridge. 


ADMISSION to this course is restricted to women who are graduates of accredited 


Schools of Physical Education or Nursing. 
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the other is doing. It cannot be too strongly emphasiggj 
that every physical therapy technician should be thon 
oughly familiar with orthopedic nursing. The nurse ag 
physical therapy technician understanding the duties gf 
the other can greatly aid in the recovery of these pg 
tients. The nursing care does not stop when the patieg 
goes to the physical therapy department, and certainly 
physical therapy in most orthopedic cases must be com 
tinued in the hospital ward or in the home by the nurge 

Every division of orthopedic surgery is consider 
in this book with the nursing viewpoint always in the 
foreground. The 432 illustrations demonstrate the 
details in a way that cannot be misunderstood. This 
book should be in the library of every physical therapy 
technician. 


1935 or Jan. 2, 1936 


Faulty body mechanics 

Scoliosis 

Obstetrical and spastic paralysis 
Congenital deformities 


Use of therapeutic exercise pool 
Artificial light therapy 
Heat and other methods of treatment 


As the students are rated as clinical assist- 


ants at the various hospitals, only a limited number can be accepted. Admission is 


subject to the approval of the instructor. 


FEE $150 


For further information write Assistant Dean, Courses for Graduates. 


HARVARD MEDICAL SCHOOL, Boston, Massachusetts 
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